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Substance Abuse and M ental Health Services Administration

Appropriation Language

For carrying out titlesV and X1X of the Public Hedth Service Aa with respect to substance abuse
and mentd health services, the Protection and Advocacy for Mentally 11l Individual s Act of 1986, and

section 301 of the Public Health Service A ct with respect to program management, [$2,958,001,000]

$3,029,456,000 [of which $24,605,000 shall be avail ald e for the projectsand inthe amounts specified
inthe statement of the managers on the conference report accompanying this Act.]* Provided, That
in addition to amounts provided herein, $29,000,000 shall be available under section 241 of the
Public Health ServiceAct, to carry out national data collection activities.? (Departments of Labor,
Health and Human Services, and Education, and related Agencies Appropriation Act, 2001, as

enacted by section 1(a)(1) of P.L. 106-554.)

Explanation of Language Changes

! One year projeas earmarked by the Congressin FY 2001 are not continued in FY 2002.

2 Similar to other agencies of the Department of Health and Human Services, funds will be
directly appropriated to SAMHSA from the Secretary’s PHS one percent evaluation fund to carry
out national data activitiesimportant for program evaluation.



Substance Abuse and Mental Health Services Administration

Am ou nts Available for Obligation

Appropriation:

LakborHHS -Annual

Fecission P.L. 106-554

Subtotal,
authority

Transferred to Other Accounts
Fescission P.L. 106-113

Lnobligated balance expiring

adiusted budget

Offsetting Collections from:

Federal Sources

Total ob

ligations.

Fy 2000
Actual

Fy 2001
Appropriation

Fy 2002
Estim ate

$2.654.953,000 $2.958.000.000

— ($645.000)

$3.029.456,000

2,654,853,000 2 957,356,000

3.024.456,000

(527.838) —
(3, 085, 000) —

(1,643, 720) —

32,505,210 40,000,000

k3,000,000

$2.B82.201.652  $2.947.356.000

$3.098.456.000



Substance Abuze and Mental Health Services Adminigtr ation

Summary of Changes
B 1 1 ) SO P 3,029,456 000
2007 CUrrErt EtMEtE . ..o e e e e et e et e -2 857 356,000
L = S EUURRTTRRURN +F72,100,000
F 2001
Current Estimate Change from Baze
Budget Budget
FTE Avthority FTE A uthority
Increases:
A Buitt-in:
1. Annualization of 2001 pay costs. - Fa0,152,000 - +34 64 000
2. Within grade pay INCreases. - 0,182,000 - +303,000
3. Increaze far January 2002 pay raize at 3.6% - 0,182,000 - +1,355,000
4. Increase for one more day of pay in 2002 ... - S0182,000 - +192 000
5. Increased rental paymentsto GE&A - 4,522,000 - +209 000
E. Increasze inoverhead chardges .. - 12,469,000 - +524 000
Subtotal, Built-in Increases. - - +3 647,000
B. Program:
1. Substance &buse Programs of Regional and
Mational Significance (Targeted Capacity Exp.. ... - 256,122,000 - +40,000 000
2. Substance Abuse Block Grant - 1 BES 000,000 - +60,000 000
Subtatal, Program Increases. - --- - +100 000 000
Total INCreases . - - - +103 647 000
Decreases:
A, Buitt-in:
1. Mental Health Programs of Regional and
Mational Significance (PRMZ:
a. Reduction for earmarked projects funded in
F 2001 for One YESE ..o e -- 203 499 000 -- -10,900 000
b, PRMS program reduction......... - 203,499,000 - -5,000 000
Subtotal, PRMS . e -- -- -15,900,000
2. Program Management:
a. Reduction for earmarked project funded in
FY 2007 fOr ONE YEAF ... e e e - 7,173,000 - -3,278 000
b. Reduction in operating costs...... - 67,173,000 - -369 000
Subtatal, Program Management - - -3,647 000
B. Program Management:
1. Decreazed funding for the Mational Household
Survey on Drug Ahuse; funds will be derived from
the 1% evaluation resources ... -- 12,000,000 -- -12,000,000
Subtotal, Program Management Decreases. ..o, - - -12,000,000
Total D ECrEaE BT e e e e -- -- -3 547 000
Met Change, S AMHSA Discretionary BA................... - - - +§7 2,100,000



Substance Abuse and Mental He alth Services Administration
Budget Authority by Activity

Program Activity
Program z of Begiona and Hational
Significance. ...
Afaniad Hazith filam-acadf
Siatraefaee Afwe Fresaion (Vo aoal .
Sbafance Aiwe Treaimand ien-aoal ..

Children's M enta Hedth Services ...
Protection & Advocacy_ ...
PATHFormulaGrant ... .
Mental Health Block Grant__.
Substance Abuze Block Grant ... .
Program Management .. ..

[Dollars in thous ands]

TOTAL , SAMHSA Dis cretionary BA .

Data Collection [1% Evaluation]) ...

TOTAL, SAMHSA Program Level .............

Fr 20

F 2000 Fy 2001 Current P 2002 Increazef

Actual Appropriation Eztimate 1/ Estimate Deceaze
$497.828 363134 $634 634 $668734 424100
FATE TS LTS PACHEE FAETSEGE LR S

FAE TS PRI SRR SRR TS P
f7 & e fnE Fad flE R LT el R
82677 91.763 .64 J1.56M -
24,903 30,000 30,000 30,000 -
30,883 36883 36.855 36.855 -
356000 420,000 420,000 420,000 -
1,600,000 1665, 000 1.665,000 1.725,000 +50.000
59,049 7921 A173 X 67173 -12.000
2551340 2.958,0Mm 2957, 356 3029456 +72100
--- --- --- 29,000 +29.000
$2.651.340 $2958.0M0 32957356 $3.05845 3101100

1/ The FY 2001 am ounts have been reduced az part of the Labor HHS Education FY 201 admimztrative

reduction.

2/ The appr opriation includez $12 million For the Nationa Houzsehold Survey on Drug Abuse in

Program M anagement.




FY 2002 BUDGET SUBMISSION

SUBSTANCE ABUSE AND MENTAL HEALTH SERVICES ADMINISTRATION
OBJECT CLASSIFICATION

[Crollar s in Thous ands)
Fyioni FY 2002 Incr easef
Object Class Apm opriatiom Estim ate Deease
Direct Obligations
Persmnel Compens ation:
Full Tirne Pettaarient [11.1) e 839,020 541,290 +42 270
Cither than Fall-Tiree Pertnatierd (11.3) 1,306 1,381 +75
Other Pers onmel Compensation (115 1,268 1,344 +73
Subtotal, Pers onnel Compensation.. ... 41595 44013 +2 418
Chvrilian Pers onrel Benefits [12.1) 8,087 9,083 +496
Subtotal, PayCosts ... 50,182 53,096 +2.914
Trawel (2100 e s 1,642 1,676 +34
Trarsportation of Things (2200 AT ag +2
Bentals 10 GEA (231 5914 f,123 +209
Pental Payments to Others (23.2). 20 20 —
Comtnurications , Ttilities and Misc Charges [23.3).. 1,890 1,930 +41]
Printinig and Feproduction (24.0).... 3,939 4,022 +43
Consulting Services [25.1) 14,402 15,444 1,042
Other Bervices [25.2) 175,405 180,405 +5,000
Purchasefrom Gov't Accounts [25.3) 79,206 a1,7a5 +2 570
Auhbtotal, Cther Contractual Services (2500 ... 269,013 277,634 +§ 621
Supplies and Materials (260 7,443 1,604 +156
Equipraetit (3107 e e 1,097 1,120 +23
Crants, Subsidies, and Cortributions (4100 ... 2,614,457 2,674,440 +59 943
Ins urance Claims & Indemnities 1667 1,702 +305
Subtotal Nor-Pay Costs ... 2907174 | 2976360 | +69,186

Total Direct Obligations ........................ooooooooo..... 42,957,356 | 4$3.029456 |  +472.100




FY 2002 BUDGET SUEMISSION
SUBSTANCE ABUSE AND MENTAL HEALTH SERVICES ADMINISTRATION

SALARTES AND EXPENSES
[Drollar s in Thous ands)
Fy 2001 FyY 2002 Increase|
Chiect Class Appropriation Estimate Decrease
Personnel Compensation:
Full Time Permanent (1110 ... $39.020 $41,290 +52,270
Other than Full-Tune Permanent {11.3)............. 1,306 1,381 +75
Other Personnel Compensation (11,50 1,269 1,342 +773
Subtotal, Personnel Compensation 41,50 44 013 +2.418
Crilian Personnel Benefits (1210 8 587 9. 083 +4 9§
Subtotal, Pay Costs 50,182 53,006 +2,014
Travel (2100 1,642 1,676 +34
Transportation of Things (2200 ... .. g7 29 +2
Eental Payments to Others (23.2).................... 20 20
Commurications , Thilities and Mis . Charges (23.3). . 1,590 1,930 +41
Printing and Reproduction (24 .00 ... . 3,939 4 022 +83
Other Contractual Services:
Consulting Serwices (2510 ... 11,002 11,233 +231
Other Serwices (2520 35,518 38,382 +4, 864
Purchases from Gov't Accounts (2530 ... 9. 044 11,625 +2 579
Subtotal, Other Contractual 8 ervices {25.0) 55,504 61,238 +5,074
Supplies and Materals (2600 7448 7604 +156
Subtotal Non-Pay Costs 70,500 76,570 +5,080

Total Salaries and Expenses $120,772 $120.675 +$5,003
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Significant Itemsfor the House, Senate, and Conference
Appropriations CommitteeReports

FY 2001 House Report No. 106-645

Item: Minority Fellowship program -- The Committee recognizes the role tha the Minority
Fellowship program plays in training menta health professionalsto provide services to individuas
who would otherwise go untreated and urges SAMHSA to enhance its efforts in this program
through its three Centers. (Page 99)

Action Taken or to be Taken

In FY 2001, SAMHSA will provide anincrease of $2 million for the Minority Fellowship Program.

Item: CMHSand Justicecollaboration --. . . . The Committee encourages SAMHSA to assist local
jurisdictions, in collaboration with States, to apply current knowledgeabout effective interventions
to meet the neads of adults with serious mental illnesswho comein contact with the criminal justice
sygem. CMHS isencouraged to work collaborétively withthe Bureau of Justice Assistance at the
Department of Justice. (Page 99)

Action Taken or to be Taken

SAMHSA isworking with the Corrections Program Office within the Bureau of Justice Assistance
and is funding a portion of their re-entry program. This program provides services to adults with
serious mentd illnesswho are departing the justice system.

Item: Suicide --. . .. The Committee urges CMHS to strengthen community-based organizations
and other entities that provide innovative and culturally sensitive treatment and prevention services
to address the issue of teen suicidethrough interventions and support services to those individuals
who are at risk. (Page 99)

Action Taken or to be Taken

In FY 2000, CMHS awarded four Y outh Suicide Cooperative Agreements to community based
organi zations to promote the prevention of youth suicide. The goals of these grantsare to build
community-wide understanding of youth suicide, to build real and sustainable community-wide
collabor ations to address this public health crid s and to implement and sustain evi dence-based youth
and family service programs.

Item: Substance Abuse Services for the Homeless -- The Committee is concerned that Federal
resources may not be reaching hard-to-serve populations, like the homeless, and therefore has
provided $10,000,000 to initiate grants to local non-profit and public entities for the purpose of
developing and expanding substance abuse services for the homeless. (Page 101)
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Action Taken or to be Taken

InFY 2001, SAMHSA will support projectsto help communities address drugand al cohol problems
among homeless individuals by providing effective interventions. It is expected that 18-20 new
awards will be madewith these funds.

Item: Substance Abuse Block Grant -- The Committee has modified bill language that wasincluded
inthe fiscal year 2000 appropriations bill to distribute the blodk grant funding to the States so that
no State's funding is reduced below the fiscal year 2000 level. (Page 101)

Action Taken or to be Taken

This directive has been implemented, and no State's funding in FY 2001 was reduced below the
FY 2000 funding level.
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Significant Itemsfor the House, Senate, and Conference
Appropriations CommitteeReports

FY 2001 Senate Report No. 106-293

Item: Targeted capacity expansion -- The Committee agrees with the President’s request to
establish new targeted capadty expansion line items in the areas of subst ance abuse prevention and
treatment. (Page 184)

Action Taken or to be Taken

Targeted Capacity Exparsion grants will be awarded to municipal, county, State and tribal
governments to provide prevention services and help close the gap in trestment for emerging
substance abuse problems. T hese programs are intended to ensure that individualswith substance
abuse problens can access savices enploying the best practices provento be effective.

Item: Substance abusein rural and native communities -- The Committee remains concerned by
the disproportionate presence of subgance abuse in rural and native communities particularly for
American Indian, Alaska Native, and native Hawaiian communities. The Committee reiteratesits
belief that funds for prevention and treatment programs should be targeted to those persons and
communitiesmost in need of service. Therefore, the Committee has provided sufficient fundsto fund
projects to increase knowledge about effective ways to ddiver services to rural and native
communities. Withinthe fundsreserved for rural programs, the Committee intends that $8,000,000
be reserved for CSAP grants, and $12,000,000 be reserved for CSAT grants. (Page 184)

Action Taken or to be Taken

CSAP hasearmarked $8.0 million in fundsto support substance abuse prevention effortsin rural and
native communities. These funds supported both new and continuing efforts in FY 2000. These
programs will be contirued in FY 2001.

In FY 2000, CSAT provided approximately $21.5 million in funds to increase knowledge about
effective waysto deliver servicesto rural and native communities. It isexpectedthat thoseprograms
will continuein FY 2001 ard that additional &forts will be initiated to increase knowledge about
effective waysto deliver servicesto rural and native communities For example, CSAT plansto fund
AmericanIndian/N ative Alaskan planning grant star geted toward t hosecommunitiesand tribeswhere
the need for drug abuse treatment exists, but where no treatment available. It is expected that $1
million will fund 8-10 planning grartsin FY 2001.

Item: Service Delivery -- The Committee notes that Alaska has the highest rae of dcohol
dependency in the Nation, the highest rate of suicide, and the highest rate of child abuse, especidly
in Native communities in Alaska. The Committee urges the agency to work with the Alaka
Fedeation of Nativesin consultation with the State of Alaskato identify the most effective service
delivery practices and develop modd programsfor implementationinthe Alaska Native community.
(Page 185)
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Action Taken or to be Taken

InFY 2000, SAMHSA (CSAT, CSAP) partnered withthe State of Alaskato develop preventionand
treatment strategiesto reduce the number of children affected by Fetal Alcohol Syndrome. In FY
1999, SAMHSA (CSAT, CMHY) partnered withthe State of Alakaonthe AnchorageComorbidity
Services project which is designed to develop, implement and evaluate a comprehensive, seamless
systemof carefor persons with co-occurring subgance abuse and mentd health disorders. Bothof
these programs, aswell as others providing services within the State of Alaska, will continuein FY
2001 inorder to identify and implement modd programsinthe Alaska Nativecommunity. SAMHSA
(CSAT) asoplansto award new fundsto the Alaska Federation of Nativesto identify best substance
abuse treatment practices.

Item: School Violence -- The Committee has included funding for mental health counselors for
school-age children, as part of an effort to reduce school violence. The Committee intends that
$90,000,000 be used for counseling services for school-age youth. (Page 185)

Action Taken or to be Taken

In FY 2001, CMHSwill continue the Safe School s/Heal thy Students Program. This unprecedented
violence prevention collaborative effort started in FY 1999 is a mgjor component of CMHS' youth
violence prevention effort.  This program supports: (1) screening and assessment in the school
setting; (2) gppropriate, scientificaly-tested school-based menta health prevention and early
intervention services for at-risk children; and, (3) referral and follow-up with local public mental
hedth agenciesfor school age youth when indicated, consistent with the written agreement between
the schools and the local public mental health organization. Treatment activities address the hiring
of providers, e.g., school psychologists, and the specific preventive and treatment interventionsthese
providers will use, if necessary.

Item: Interdisciplinary health professionstraining-- TheCommitteeis pleased with the successful
collaboration between the Center for Mental Hed th Services and the Bureau of Health Professions
inHRSA tofundinterd sciplinary heal th prof ess onstraining proj ects, including training of behavioral
and mental health professonals for practicein managed car eprimary caresettingsand urgesthat this
joint effort be continued. The Committee encourages both agencies to develop technical assistance
for use in hedth professions training programs for the purpose of enhancing primary care
interdisciplinary models of practice. These efforts should be focused upon rural native populations
that are at-risk for the problemsmost encountered by these health professonals (Page 185-186)

Action Taken or to be Taken

The joirnt project of SAMHSA and HRSA's Bureau of Health Professions on Managed Behavioral
Careand Primary Care hascontracted with 4 professional associations. “Training protocols’ linking
training programs and primary hedth care facilities will be implemented. The SAMHSA Program;
Aging, Mental/Health/Subgance Abuse (MH/SA) & Primary Care has the active participation of
HRSA'’s Bureau of Primary Health Care and has a training needs assessment to assure quality of
MH/SA services for olde adults through primary care. In FY 2001, best practices for integrated
systems and required training models, will be identified both for the training of behavioral hedth
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professionals in primary care settings, and the training of primary care professionals in behavioral
disorders.

Item: Safe Schoolg/Healthy Students initiative -- The Committee applauds the interagency
partnership to form the Safe Schools/Hedthy Studentsinitiative and encourages the Departments of
Hedth and Human Sevices, Justice, and Education to continue working together to devdop
empirically-supported programsto prevent yout hviolenceand tointervenewith families, school s, and
communities where violence has dready occurred. (Page 186)

Action Taken or to be Taken

The Departments of Hedth and Human Services, Justice, and Education and now joined by the
Department of Labor for FY 2001 will continue their interagency partnership and will continueto
fund the empirically-supported programs to prevent youth violence and to intervene with families,
schools, and communities where violence has dready occurred. Thisinteragency teamis currently
working on a new grant announcement for FY 2001.

Item: Concord Assabet Family and Adolescent Services -- The Committee is avare that Concord
Assabet Family and Adolescent Services is committed to finding successful models that meet the
specia education, vocational training, and mental health needsof youth who are making the transition
frominstitutional living arrangements to independent living. Development of these modelsis a key
means of strengthening our communities by breaking the cycles of violence, poverty, and neglect
suffered by many youth with mental disabilities. (Page 186)

Action Taken or to be Taken

InFY 2001, CMHSwill award fundsto Concord A ssabet Family and Adolescent Servicestobeused
to find model transitional living programs for troubled youth.

[tem: Mental Health I ntervention Programs-- The Committee is avare of the successul higory
of early intervention programs, especially for those programs reaching preschool -aged children. The
Committee commendsthe National Preschool Anger M anagement Project for itsdevel opmert of the
nationa “What Do Y ou Do with the Mad that Y ou Feel? program, a 2\1/2\ hour workshop that
educatesteachers, at all levels, onthe emotional devel opmert of achild’s self-control. Theworkshop
trains teachers on ways to support children's growth in badc skills of self-control and ways to
intervene and re-direct when children have lost control. The Anger Management Project has
facilitated teachersto help children manage thar frustrationand anger, which ultimately preventsthe
progression to violent acts. The Committee understands that the National Preschool Anger
Management Project plans to disseminate materials nationwide and conduct training programsin
communities in Penngylvania, lllinois, Mississppi, Wisconsin, Ohio, Florida, lowa, and
Massachusetts. (Page 186)
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Action Taken or to be Taken

In FY 2001, CMHS hasrequested that Family Communications, Inc. apply for a SAMHSA grant
to disseminate Pre-School Anger Management training protocol intended to train day care providers
who work with pre-school children.

Item: Mental health knowledge development and application -- The Committee is aware of the
Texas Medication Algorithm Project (TMAP) and the benefit it has demonstrated in improving the
quality of carefor individualswho are prescribed psychiatric medications. This disease management
program for people with serious mertal illness synthesizes scientific and practitioner consenaus into
apractical guidelinefor physicians. Since many Stateshave expressed interest in adoptingthe TMAP
program in their States, the Committee urges the Administration to explore ways to support and
facilitatethat process, including the establishment of a technical assistance center on mental hedth
best practices that focuses on best practices devd opment, implementation, and evaluation. (Page
186)

Action Taken or to be Taken

The Center for Mentd Health Services (CMHS) has supported the development of the Texas
Medicaion Algorithm Project and recognizes the effect that the Project has had on improving the
quality of patient careinthe Texas public mental health system. Currently, SAMHSA has a contract
with TMAP to support technicd assstance on schizophreniaand depressondgorithmsin aminimum
of three Sates.

Item: Mental health knowledge development and application -- The Committeeis aware of eff orts
undertaken by the City of Lynn, Massachusetts to provide intensive counsdling, evaluation, and
invegigationto children and adolescents who set fires, in recognition of thedirect lirk that has been
established betweenfire setting and sexual, physical, and mental abuse. The modest federal support
sought by the city would enalde it to expand this collaborative program to the region and develop a
model for protecting both children and the communities. (Page 186)

Action Taken or to be Taken

The community mentd healthcenterin Lynn, M assachusettsutilizesMental Health Block Grant funds
to providemental health servicesto children with serious emotional disturbances. CMHSiscurrently
assessing their need for additional assistance.

Item: Mental health knowledge devel opment and application -- The Committee is concerned that
trauma system doctors and nurses arenot prepared to help family members of trauma victins cope
with the shock of unexpected death or critica injury. The Committee commends the American
Trauma Society for designing atraining programin responseto thisneed and believesthat SAMHSA
should work with HRSA and the American Trauma Society to support the implementation of this

program. (Page 187)
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Action Taken or to be Taken

In FY 2001, CMHS hasrequested the American TraumaSociety to apply for aSAMHSA grart to
support the teaching and training of emergency personnel to help families cope with death, acute
injury, or acute illness,

Item: Mental health knowledge development and application -- The Committee understands that
many families in rural areas are suffering emotiona and psychological distress in the wake of the
recent farm crisis The Committee is avare that the Farm Partners Project plans to provide mental
hedth and stress management outreach programs for famers in South Centra Kentucky. The
Committee also supports additional funding for lowa State University Extendon to develop a
program that will provide outreach, counseling services, and training to menta health providersin
rural areas. (Page 187)

Action Taken or to be Taken

InFY 2001, CMHS hasrequested the |owa State Extensionapplyfor a SAMHSA grant to support
itssavicesinrural aeas.

Item: Mental health knowledge development and application -- The Committee recognizes the
efforts of Chicago’s Lakefront SRO, Northwed, and Lake County PADS to conduct a
metropolitan-wide demonstration project known as Break the Cycle of Homelessness. (Page 187)

Action Taken or to be Taken

In FY 2001, CMHS has requested that United Power for Action and Justice goply for a SAMHSA
grant to conduct a demonstration project in the Chicago land area.

Item: Mental health knowleadge development and application -- The Committee understands that
the Ch’ ghutsen program plans to provide comprehensive menta health services for children in the
interior of Alaska through a joint project with Tanana Chiefs Conference and Fairbanks Native
Association. (Page 187)

Action Taken or to be Taken

In FY 2001, CMHS has requeged that the Ch’ghutsen program apply for a SAMHSA grart to
provide comprehersive mental health services for childrenin the interior of Alaka.

Item: Mental health knowledge devd opment and application -- Therecently rdessed Surgeon
General’ sReport on Mental Health affirmed the need to improve the mental health servicesavailable
to older adults. The Committee bdieves that the Center for Mental Hedth Services should explore
ways to enhance older Americans accessto menta hedth services, including assessing the number
of older adults that are served under the mental health block grant and how States may better serve
the unique needs of older adults. (Page 187)
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Action Taken or to be Taken

In FY 2001, CM HSis continuing to plan ways to best serve the mental health needs of older adults.
HRSA’ sBureau of Primary Health Care jointly supported CMHS expanding this project to beathree
year contract toinclude the Southeast States, and to include Substance Abuse in addition to primary
care, mental health, and aging.

Item: Mental health knowledge development and application -- The Committee is avare of the
Cdifornia School of Psychology's effortstoinitiate apr oject to demongrat ewaysto moreeffectively
provide behavioral and mental health services to the prison population of California.

(Page 187)

Action Taken or to be Taken

In FY 2001, CMHS has requested that the Ventura County Sheriff’s officeof Cdifornia goply for
a SAMHSA grant to provide a mertal health court and behavioral health series to criminal justice
populations in Ventura county. In addition, current grantees of the Community Action Grant
Program have had severd examples of successul implementations of jail diversion and re-entry
programsin other states.

Item: Mental health knowledge development and application -- The Committee believes that
CMHS could more closely oollaborate with the National Ingitute of Mental Hedth in order to
maximizethe bendits of activities conducted by both agencies. The Committee acknowledges that
CMHSand NIMH could work together to identify research priorities, dissem nate researchfindings,
and devel optool sto help communities use those findingsto devd op andimproves services for adults
and children with or at risk of developing mental health problems. (Page 187)

Action Taken or to be Taken

CMHS and NIMH staff are actively discussing a variety of proposas to better coordinate the
development of research agendasand to sharefindingsintopic areasof mutua endeavor. | naddition,
NIMH recently issued aprogram announcement soliciting applicationsfor NIMH grantsto study the
effectivenessof child treatment i nterventionism community settings. The announcement requiresthat
applicantsconduct their studiesat one of the CMHS Community Mental Health Servicesfor Children
and their FamiliesProgram grant stes This coll aboration should enhance our knowledge about the
effectiveness of clinical services while enhancing service cagpacity in the grant sites. Findly, NIMH
and CMHS daff sit on each other’ s advisory coundls. The Director of the CMHS Divigon of
Knowledge Development and System Change has joined the NIMH council and is pursing a
collaboration agenda.

Item: Mental health knowledge development and application -- The Committee urges that
SAMHSA develop, in cooperaionwithHRSA, training materid sandresourcesrelated to depression
and anxi ey assessment and intervertionfor d gribution and use by the State partnersof CMHS and
CSAT. (Page 187)
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Action Taken or to be Taken

SAMHSA, HRSA, the Depart ment of Veterans Affairs, and HCFA are collaboraing on amulti-site
study evduating the effectiveness of various primary care responses to the needs of dders with
psychiaric and substance abuse problems. Training materials and resources developed as a
consequence of this collaborative sudy will be made available to State mental health and substance
abuse partners through block grant programs and technical assistance centers.

Item: Mental health knowledge development and application -- The Committee recogni zes the
crucial role that the Minority Fellowship Program plays in training mental hedth profesd orals to
provide services to individuals who would otherwise go untreated. The Committee encourages
SAMHSA toincrease its effort in this area. (Page 187)

Action Taken or to be Taken

In FY 2001, SAMHSA will provide anincrease of $2 million for the Minority Fellowship Program.

Item: Mental health knowledge devd opment and application -- The Committee understands that
prevention and early intervention can reduce the need for more intensive services in certain
individuals. For thisreason, the Committee believesthat CMHS[Center for Mental Health Services|
could develop andimplement empirically-based modes for mental health prevention. Preventionand
ear ly intervention servi ces could becarried out in collaboraionwith the Administration for Children
and Families (Page 188)

Action Taken or to be Taken

CMHS is committed to fostering the prevention of mental disorders and the promotion of mental
hedththrough rigorous servicesresearch. Progressin prevention science rategies and methods has
relevance for al fields of public health and a collabor ation with the Administration for Children and
Familieswould be a relevant partnership. The Center for Mental Health Services will continue to
devel opand implement empiricaly-based modes for mentd health prevention, andis taking stepsto
collaborae on prevention and early intervention services with the Administration for Children and
Families.

Item: Co-occurring disorders—TheCommitteeis aware of aproposal by the Life Quest Community
Mental Health Center to develop a program of treatment for co- occurring disordersfor severely and
perssently mentally ill, severely emotionally disturbed adults and children in the Ma-Su Valley
region of Alaska. The Center, whichserves a populationof over 56,000, seeks to meet the currently
unaddressed need to provide a comprehengve range of treatment for the increasing number of
patients presenting with co-occurring disorders including chemical and substance abuse, severe
depression and svere merta illness. (Page 188)
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Action Taken or to be Taken

In FY 2001, CMHS hasrequested that Life Quest Community Mental Health Center apply for a
SAMHSA grart to develop aprogram to treat mentally ill adults and severely emotionally digurbed
children.

Item: Suicide, Fetal Alcohd Syndrome-- The Committee under standsthat AlaskaNative children
commit suicide at the highed rate in the nation and suffer disproportionately from behavioral and
mental disorde's, some caused by fetal alcohd syndrome. The Committee recommends that the
agency work withthe Alaskaand the Alaska Federation of Natives inconaultaionwiththe State of
Alaska, to develop integrated systemsof community care for these disorders. (Page 188)

Action Taken or to be Taken

InFY 2001, CMHS hasrequested that the AlaskaFederation of Natives apply for a SAMHSA grant
to implement integrated community care to treat Native Alaskan children with mentd health
disorders. In FY 2000, CSAT and CSAP partrered with the State of Alaska to devel op prevention
and drategiesto reduce the number of children affected by Fetd Alcohol Syndrome. Thisprogram,
designedto devel op integrated sysemsof care, will continuein FY 2001. CSAT also plansto award
new funds for the Alaka Federation of Nativesto identify best substance abuse treatment practices.

Item: Mental health servicesto the homeless -- The Committee notes that Anchorage, Alaska has
a number of individuals particularly Alaska Natives, suffering from severe menta illness and
substance abuse disorders who are also homeless. The Committee encourages the agency to work
with the State of Alaska and the Alaska Federation of Natives to develop a plan for outreach,
screening and diagnostic treatment services rehabilitation, mental health services acohol or drug
treatment, training and case management. (Page 188)

Action Taken or to be Taken

Through the Projects for Assigtance in Trandtion from Homelessness (PATH) formula grant
program, SAMHSA has provided Alaskawith funding for servicesto personswho are homelessand
have serious mentd illnesses.  Alaskais usng these funds for outreach, screening and diagnodtic
treatment, community mental heath services, acohol and drug abuse support services, case
management and referralsfor housing and other services. These servicesare provided inAnchorage
by the Crossover House Homeless Project of Anchorage Comnunity Mental Health Services, Inc.
(the largest community mental health center in Alaska). In FY 2001, CMHS has requested that the
Alaska Federation of Nativesapply for a SAMHSA grart to support the development of a plan to
provide the array of services needed by homeless persons, especially Alaska Natives, who have
serious mental illnesses and substance use disorders.

In FY 1999, CSAT and CMHS funded the Anchorage Comorbidity Services project, designed to
develop, implement and eval uate a comprehensive, ssamless system of care for persons with co-
occurring substance abuseand mertal health disorders. This programwill continuein FY 2001. In
addition, CSAT plansto fund projectst o help communitiesaddr essdrug and alcohol pr oblemsamong
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homelessindividuals under the Addictions Treatment for the Homeless program. CSAT dso plans
to award new funds for the Alaska Federation of Natives to identify best subgance
abuse treatment practices.

Item: AIDS Training Program grants -- The Committee is aware of the need for more trained
hedth providers, including dlied hedth professionads and socid workers, to work with people
auffering from HIV/AIDS. To the extent that funds are available, the Committee encourages
SAMHSA to continuefunding existing grantsand contractsapproved by SAMHSA under t he curr ent
AIDS Training Program. (Page 188)

Action Taken or to be Taken

The Center for Mental Health Services will be initiating a direct servicesprogram that will support
community-based efforts to provide direct mentd health servicesfor peoplelivingwith HIV/AIDS,
epecially peopleof color. Thisdirect services program will havea training componert that targets
both traditional and nontraditional mental health care providers, and will target primarily the needs
of people of color.

Item: Minority Fellowship Program-- The Committee recogni zesthe crucial role tha the Minority
Fellowship Program playsin training mental health professionalsin providing mental health services
for people who often fal to seek services. (Page 188)

Action Taken or to be Taken

In FY 2001, SAMHSA will provide anincrease of $2 million for the Minority Fellowship Program.

| tem: Mental Health AIDSdemonstrations-- Thisprogram provides grants to public and nonprofit
privateorgan zationsto provideinnovative mentd health servicestoindividualswho areexperiencing
severepsychological distressand other psychological sequelaeasaresult of infectionwithHIV. One
coordinating center is supported to independently evaluate the quality and effectiveness of these
services. The Committee commends the Center for Mentd Health Services for its commitment in
disseminating knowledge gained from these demonstration projects. The Committee urgesthe center
to maintain itssupport for projectsthat provide direct mental health services while at the sametime
using the findings from previous projects to develop new knowledge in this area. The Committee
again commends CMHSfor its leadership inworking cooperatively in demonstrating the efficacy of
ddivering mental health services to individuas affected by and living with HIV/AIDS. The
Committee encourages the Secretary to maintain these agenaes support for this program. (Page
189)

Action Taken or to be Taken

The Center for Mental Hedlth Serviceswill continueto supporttheHIV/AIDST reat ment Adherence,
Hed th Outcomes and A ssociated Cost Study, the multi-agency collaborative effort that followed the
HIV/AIDSMental Health Services Denonstration Program.



21

I tem: Improper restraintsand seclusion of mental health patients-- The Committeeis aware that
patients with mental illnesses have died or received life-threatening injuries in treatment facilities
because of improper restraintsand secluson. The Committee has provided resourcesfor protection
and advocacy so tha these deaths canbe invedigated and futureincidences can bepreverted. (Page
190)

Action Taken or to be Taken

The FY 2001 budget and new legislative requirements from PL 106-310, Child Health Ad of 2000,
for seclusion and regraint will provide Stateprotection and advocacy systemsauthority and resources
to expand P&A capecity to investigate incidents of abuse, sclusion, restrant and fatal incidents
involving individuas with mentd illness in public and private care and treatment facilities. In FY
2001, State P& A systemspr otections wereal so extended t o individual swith significant mental illness
or seriousemotional dsturbance residing in their own home and in the community.

Item: Rural, Native American Substance Abuse -- The Committee reiter ates itsconcern about the
disproportionate impac of substance abuse in rural and rative communities and has included
$12,000,000 for native and rural CSAT programs. The Committee again raises concern about the
severeshort age of substance abuse treatment servicesinthe Stat e of Alaska for Native Alaskans, the
pressing need to continue support of Alaska programs, and the need to develop knowledge about
effective techniques for treating substance abuse in native populaions. The Committee, therefore,
expects that the increase provided will be reasonably alocated between existing programs and
initiating new programs, especially in Alaska. (Page 190)

Action Taken or to be Taken

In FY 2000, CSAT provided approximately $21.5 million in funds to increase knowledge about
effective waysto deliver servicesto rural and native communities. It isexpectedthat thoseprograms
will continue in FY 2001 and that additional efforts will be utilized to increase knowledge about
effective waysto deliver servicesto rural and native communities. CSAT plansto support American
Indian/N ative Alaskan Planning Grant star geted toward t hose communitiesand tribeswhere the need
for drug abuse treatment presently exists, but there is no treatment available in the affected
communities. It is expected that $1 million will fund 8-10 plamning grants.

Item: Servicesfor the homeless-- The Committee remains concerned that substance abuse among
the Nation’ s homd ess popul ation remai ns a serious problemthat receiveslimited attention Existing
addiction services ae not adequately reaching the homeless population and are not adequat ey
addressing their unique needs and life circumgances. Of the funds provided for the Center for
SubstanceAbuse Treatment Targeted Capacity Expansion program, the Committeerecommendsthat
the Department direct additional resources to entities that develop or expand addiction services
specifically for homeless persons. The Committee expects the Department to distributethese funds
to local public or nonprofit organizations through a competitive process. T he Department should
require applicants for the homelessfunds to demonstrate integration with primary care and mental
hedth services and linkages with housing, employment, and social services as a condition of the
award. Establishment of a homeless TCE program should not restrict entities planning to serve
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homeless persons from aso competing for funding through the general TCE program. (Page 190-
191)

Action Taken or to be Taken

In FY 2001, CSAT plansto use $10 million to support projects to help communities address drug
and al cohol problemsamong homelessind vidual sby providing effectiveintervertions. Itisexpected
that 18-20 new awardswill bemade with thesefunds. This program isdesigned to enhancesubstance
abusetreatment withinaseamless systemof services(i.e., primay health care, mental health, housing,
and other social services) for homelessindividuals with substance abuse disorders.

Item: Substance abuse treatment - KDA and targeted capacity expansion -- The Committee is
aware that Allegheny County, Pennsylvania is undertaking a treatment protocol known as the
Supportive Recovery Environment (SRE) for underserved populations, including women with
children known to the child welfare system, incarcerated inmates, adol escents for whom traditional
treatment services have been ireffective, and individuals with co-occurring disorders.

(Page 191)

Action Taken or to be Taken

CSAT plansto continue funding for this program in FY 2001, and award new funds inthis area.

Item: Pregnant Women -- The Committee recognizes the success of the Farbanks Native
Association’s residentia treatment program in helping pregnant women with substance abuse
problems, and their children. The Committee notesthat additional funding for thisimportant activity
will allow more women to conquer their substance abuse problems. (Page 191)

Action Taken or to be Taken

CSAT plansto continuefunding for the Fairbanks Native Association program, providing residential
treatment for pregnant women with subgance abuse problems, and their children. Inaddition, CSAT
plans to award new funds for this programin FY 2001.

Item: Substance abuse treatment - KDA and targeted capacity expansion -- The Committee
understandsthat Mountain View in Huntington, Vermont isthe only residential treatment center for
adolescents in the State. (Page 191)

Action Taken or to be Taken

CSAT plans to avard funds to the Vamont Department of Hedth in FY 2001 to establish a
continuum of adolescent substance abuse treatment services.

Item: Substance abuse treatment - KDA and targeted capacity expansion -- The Committee
reiterates its support of the Southcentral Foundation in Anchorage and Norton Sound Health
Corporaion in Nome for providing substance abuse treatment programs for Native American
adolescents. (Page 191)
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Action Taken or to be Taken

CSAT plans to continue funding in FY 2001 for these programs, Southcentrd Foundation in
Ancdhorage and Norton Sound Hedth Corporation in Nome, which were originally awarded grants
in FY 2000.

Item: Substance abuse treatment - KDA and targeted capacity expansion -- The Committee
continues to be supportive of the 5-point State of Alaka plan of action to prevert fetd alcohol
syndrome and other birth defectsand to improve the State's system of carefor thoseindividuasand
their familiesalready afected by prenatal exposureto alcohol. Alaskahasone of the highest rates
of Fetd Alcohol Syndrome in the nation. This demonstration program will provide Alaskawith a
clear understanding of the prevalenceof FAS, data onthe effectsof the State's prevention effort s, and
clear direction on how to improve prevention and treatment services. (Page 191)

Action Taken or to be Taken

CSAT plansto continue support for this program in FY 2001.

| tem: MethamphetamineUsein theMidwest -- The Committee understandsthat met hamphetamine
abuse continuesto be a major problemin many areas of the country, in particular, the South and the
Midwed. The Stateof lowais experiencing aparticularly high incidence of methamphet amineabuse.
The Committee continues to support prevention and treatment demonsdr ation projectsin lowaand
other partsof the Midwest. School-based preventiondemonstrationproject swould teach thedangers
of methamphetamine abuse and addiction, usng methodsthat are effective and evidence- based and
include encouragement for studentsto createtheir own anti-drug abuse education programsfor their
schools.  Treatment demonstrations would carry out planning, establishing, or administering
evidence-based methamphet amine treatment programsthat are designed to assist individuals to quit
their use of methamphetamine and remain drug-free. (Pages 191-192)

Action Taken or to be Taken

InFY 1999, CSAT supported a Statewide methamphetamine treatment effort headed by the Single
State Agency for Alcohol and Drug Abuse. This effort wasfunded as part of the Targeted Capaaty
Expansion Program. CSAT expectsto continuethisproject in FY 2001 and encouragesapplications
fromthe Sate of lowa and other areas in the Midwest for funding under the FY 2001 Targeted
Capacity Expansion grant announcement.

[tem: Inhalant abuse -- The Committee continues to be concerned with the serious problem of
inhalant abuse inAlaska, especially among children and teenagers. With approximately 1in4 Alaska
children having used inhalants, it is clearly a critica and widespread problem. The Committee is
awarethat the Yukon-Kuskokwim Hedth Corporation is establishing afacility in Bethel, Alaskato
treat individuals with inhalant addiction. (Page 192)
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Action Taken or to be Taken

CSAT plans to make a grart continue funding for the Yukon-Kuskokwim Health Corporaion
Inhalart Intervention Project in FY 2001.

Item: Substance abuse treatment for thehomeless -- The Committee is aware of the Hope Center
inLexington, Kentucky, which hasahistory of providing quality substance abusetreat ment programs
to homeless men. Hope Center is developing a similar program targeted at providing rehabilitation
servicesfor homeess women. The Committee recognizes that with funding from the Department,
the Center will be able to provide services to moreindividuals. to provide funding for this program.

(Page 192)

Action Taken or to be Taken

CSAT plansto make a grant award supporting this program in FY 2001.

Item: Fetal Alcohol SyndromeRegional consortium-- The Committeecommends SAMHSA for
funding the Fetal Alcohol Syndrome Regional Consortium in South Dakota, North Dakota,
Minnesota, and Montana. The Committee supports continued funding for this important program
that is helping children and families affected by dcohol-related birth defects. (Page 192)

Action Taken or to be Taken

SAMHSA/CSAP will continue supports funding the consortium project, which started in FY 2000.
The objectives of the project are 1) to develop an information base for data collection on the
prevalence of FAS and FAE and to determine high risk areas and populations in the four state area,
and 2) to implement universal, selective and scientificdly defensble prevention interventions to
prevent, reduce or delay substance use to reduce FAS/FAE rates

Item: Substance abuse treatment - KDA and targeted capacity expansion -- The Committee
applaudsthe work of the City of San Francisco's model “Treatment on Demand” program, which
includes substance abuseand mental health servicesfor homeless persons. The Comnittee applauds
thework of Center Point, Inc., aprivatenon-profit corporationthat provideslow cost comprehensive
drug and alcohol servicesto highrisk familiesand individuals in the San Francisco Bay area. (Page
192)

Action Taken or to be Taken

CSAT plans to continue funding for the City of San Frandsco’s model “Treatment on Demand”
program in addition to providing new funds for this effort focusing on homeless populationsin FY
2001. CSAT also plansto continue funding for the work of Center Point, Inc. as well asto provide
new funds this fiscd year.

Item: Substance abuse treatment - KDA and targeted capacity expansion -- The Committee is
supportive of the Ai Ki Ruti center onthe Winnebago Reservation in providing innovative substance
abuse treatment services. (Page 192)
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Action Taken or to be Taken

CSAT will provide information to this program on funding opportunities for FY 2001.

Item: Substance abuse treatment - KDA and targeted capadty expansion -- The Committeeis
awarethat the Pine Ridge IndanResavation in the southwestern corner of South Dakota has ahigh
incidence of alcohol addictionandthat additional fundswould all ow the center to pursueinnovative
treatment alternatives (Page 192)

Action Taken or to be Taken

CSAT will provide information to this program on funding opportunities for FY 2001.

Item: Substance abuse treatment - KDA and targeted capacity expansion -- The Committee
acknowledges the efforts of the Allegheny County Drug and Alcohol Rehabilitation Program in
providing innovative drug and aloohol treatment services to patients in need. (Page 192)

Action Taken or to be Taken

CSAT plansto continue funding for thisprogram inFY 2001. Inaddition, CSAT plansto award new
fundsfor this program.

Item: Substance abuse treatment - KDA and targeted capacity expansion -- The Committee
understands that Baltimore is employing innovative techniques to enhance drug treatment services
inthecity. Additional fundswould alow the city to increase the number of outpatientsit can serve
by providing more counsglors, extending treatment center hours, and expanding program services

(Page 192)

Action Taken or to be Taken

CSAT plans to make a grart award for this program in FY 2001.

Item: Substance abuse treatment - KDA and targeted capacity expansion -- The Committee
applauds the work of Friendship House in Kansas City, Missouri for substance ebuse and related
serviceto high-risk women and children. Friendship Houseis establi shing amodel programto address
what has become asevere and obvious need: treating the substance-abusing family with a specific
focus on children. (Page 192)

Action Taken or to be Taken

CSAT will provide information to this program on funding opportunities for FY 2001.

Item: Subdgance abusetreatment - KDA and targeted capacity expansion -- The Committee
understands that the Cook Inlet Council on Alcohol and Drug Abuse is providing coordinated
treatment servicesto meet the needs of anunderserved group of women and their childrenwho are
in the custody of the State of Alaska and women affected by domestic violence intheKena Peninsula
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area of Alaska and recognizes that funding from the Department would help more women and
children become drug and alcohol free. (Pages 192-193)

Action Taken or to be Taken

CSAT will continue funding this program and will provide funds for a new program in FY 2001.
I[tem: Substance abuse treatment - KDA and targeted capacity expansion -- The Committee
understandsthat the Navajo- Farmington Alcohol Crisis Response program isusing innovative means
to provide much-needed comprehensive substance abuse treatment services (Page 193)

Action Taken or to be Taken

CSAT will provide information to this program on funding opportunities for FY 2001.

Item: High Risk Youth -- The Committeeis highly concerned about the extent of substance abuse
among highriskyouth. Thispopulationis vulnerabletoinitiating criminal activity against peopleand
property, especially followingtheacuteand chronic use of illicit substancesand t he dbuse of alcohal.
Thesegrantsareintendedto strengthen local capabilitiesin confronting the complex interrelationships
between substance and alcohol abuse and other activities that may predispose young individuas
toward criminal, self-destructive, or antisocial behavior. (Page 193)

Action Taken or to be Taken

InFY 2000, SAMHSA/CSAP supported a$7.0 million grant program focused on High Risk Y outh.
This program is desgned to prevent or reduce substance abuse in youth (9 to 15 years old) by
improving school bonding and academic performance, family functioning, andoverdl lifemanagement
skills. CSAP will continue this program in FY 2001.

Item: SIGfundingpriorities-- The Committee expectsthat Statesrece ving funding under theState
Incentive Grant Program will give priority in the use of the 20 percent prevention set-aside in the
block grant to: (1) working with community coalitionsto develop community-wide strategic plans
and needs assessments; and (2) filling program and service gaps identified by these community plans
(Page 194)

Action Taken or to be Taken

Statel ncentive Grantsstrongly encourage the use of the 20% prevention set-asdeinthe Block Grant
to develop strategic plansand needsassessmentsand fill program and service gaps. SAMHSA/CSAP
will incorporate this specific language into the revised State Incentive Grant Funding Application
(GFA).

Item: Rural and Native communities -- The Committee reiterates its concern about the
disproportionate impact of substance ause in rural and native communities and has included
$8,000,000 for CSAP programswhich serve rural communities. The Committeeintendsthisincrease
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to be reasonably allocated between expanding existing programs and initiating new programs,
especialy in Aleska. (Page 194)

Action Taken or to be Taken

SAMHSA/CSAP hasear marked $8.0 millionin funds to support substance ebuse prevertionefforts
inrural and native communities. These funds support both new and continuing effortsin FY 2000,
and will be further continued in FY 2001.

Item: CorporateAlliancefor Drug Education prevention program --The Committee believesthat
prevention programs need to start when children are young, and need to continueto allow children
to make successful transitions. The Committee has included sufficient funds for evaluations of
established school-based early prevention and transition programs and continues to be supportive
of the efforts of the Corporate Alliance for Drug Education [ CADE] which has been operating a
program providing education and prevention services to 120,000 elementary school-aged children
in Philadelphia. (Page 194)

Action Taken or to be Taken

SAMHSA/CSAP plans to continue support to the Corporate Alliance for Drug Education (CADE)
in Hscd Yea 2001.

Item: Alcoholism Prevention -- . . . the Committee urges CSAP to continuethe national effort to
provide alcohol and substance abuse prevertionand education to children of Native Americanswith
alcoholism. (Page 194)

Action Taken or to be Taken

Through the Native American effort, SAMHSA/CSAP continues efforts to provide acohol and
substance abuse prevention and education to children of Native Americans with dcoholism Aspart
of this effort, SAMHSA/CSAP egablished a Native American Substance Abuse Prevertion Work
Group comprising such groups as the National Asociaion of Naive American Children of
Alcoholics and the National Congress of American Indians. SAMHSA/CSAP maintains a strong
commitment to the prevention needs of the Native American community through the existing grant
portfolio and will be continuing this commitment in FY 2001.

I tem: Drug Abuse Prevention - St L ouis-- The Committee acknowledges theimnovative Drug Free
Familiesinitiativeat the University of Missouri-St. Louisin providing acomprehensive school -based
hedth and drug abuse prevention programthat invol ves parents and targetsmiddle and high school
students. (Page 194)

Action Taken or to be Taken

SAMHSA/CSAP will provide $500,000 in prevertion funding for this program in FY 2001.
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Item: Alcohol and substance abuse prevention -- The Committee encourages CSAP to continue
supportfor al cohol and substance abuse prevention and educati on targeting Native American children
of acoholics through the National Association for Native American Children of Alcoholics
headquartered in Washington State. The ratesfor alcohol-related deaths among American | ndians
is seven times therate for thegeneral population. Effortsto prevent the multigeneraional efects of
alcohol and substance abusein Indian communitiesshould continue.

(Page 194)

Action Taken or to be Taken

In FY 2000, the National Associationfor Native American Children of Alcoholics headquartered in
Waghington State suspended operations. As of January 2001, they have not re-established
operations.
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Significant Itemsfor the House, Senate, and Conference
Appropriations CommitteeReports

FY 2001 Conference Report No. 106-1033

Item: Protection and advocacy -- The conference agreement includes $30,000,000 for protection
and advocacy instead of $24,903,000 as proposed by the House and $25,903,000 as proposed by the
Senate. The conferees continue to be concerned about deaths and serious injuries due to the
inappropriate use of seclusion and restraintsinfacilitiest hat treat individualswithmental ilinessesand
have provided additional resour ces so that these deat hs can beinvestigated andfutureincidences can
be prevented. (Page 144)

Action Taken or to be Taken

The FY 2001 budget and new legisl ative requiremerts from the Child Health Act of 2000, PL 106-
310, for seclusion and restraint will provide State protection and advocacy systems authority and
resources to expand P& A capacity to investigate incidents of abuse, seclusion, restraint and fatal
incidentsinvolving individuals with mental ilinessin public and private care and treatment facilities.
InFY 2001, State P& A systemspr otections werea so extended to individuals with significant mental
illness or serious emotional disturbance resding intheir own home and in the community.

Item: Safe Schools/Healthy Studentsinitiative -- Within the total provided, $90,000,000 provided
under section 581 of the Public Health Service Act isfor the support and delivery of school-based
and school-related mental health services for school-age youth. It isintended that the Department
will continueto collaborae its efforts with the Department of Education to develop a coordinated
approach. The conferees recognize it may be necessary for the agency to allocate additional
resources to the Safe Schools/Healthy Students Action Center to expand itstechnical ass gance to
serve new grantees. (Page 144)

Action Taken or to be Taken

The Departments of Health and Human Services, Justice, and Education will continue their
interagency partnership and will continue to fund the empirically-supported programs to prevent
youth violence and to intervene with families, schools, and communitieswhere violence has already
occurred. Thisinteragency team is currently working on a new grant announcement for FY 2001.

CMHS is reviewing the resources avail able to the Safe SchoolgHedthy Sudents Action Center to
assure that they are sufficient to provide technical assistance to serve new grantees.

Item: SuicidePrevention Hotlines--Withinthetotal provided, $3,000,000isfor suiddeprevention
hotlines. The conferees direct SAMHSA to undertake an evaluation of the effectiveness of these
hotlinesin preverting suiades. (Page 144)
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Action Taken or to be Taken

SAMHSA will initiate a new program in FY 2001 to increase the number of certified programs and
to evaluate the effectiveness of auicide hotlines in the amount of $3 million.

Item: Suicide prevention clearinghouse -- The conferees bdieve thaa SAMHSA is uniquely
gualified to support a clearinghouse for youth suicide prevention, including a database and related
filesof reference materials and organizations. SAMHSA, through this clearinghouse, could provide
training andtechnical assistance to States to implement the Surgeon General’ srecommendations for
suicide prevention. (Page 144)

Action Taken or to be Taken

Through the CMHS clearinghouse, the Knowledge Exchange Network (KEN), a website will be
launched onthe National Suicide Prevention Strategy.

Item: Grants to mental health providers for children and youth -- Within the total provided,
$10,000,000 is provided under section 582 of the Public Health Service Act to support up to 22
grarts to local mental hedth providers for the purposes of devel oping knowledge of best practices
and providing mentd health services to children and youth suffering from post traumatic stress
disorder as aresut of having witnessed or experienced a traumatic event. Grantees can include
psychiatric hospitals, general hospitals, outpatient mental health clinics, and community and
univergty-based mental health programs. With regect to grants for knowledge devel opment,
preference should be given to applicants with experience in the field of trauma related mentd
disorders in children and youth. (Pages 144-145)

Action Taken or to be Taken

In FY 2001, SAMHSA will begin the National Child Traumatic Stress Program (NCTSP). This
program will further the under standing of the individual, familial, and comnunity impeact of child and
adolescent trauma; improve the quality, effectiveness, andavailability of therapeutic servicesdelivered
to traumatized children and adolescents; and reduce the frequency of traumatic events and their
long-term consequencesthrough greater public recognition of theissue, degper understanding of the
sequelae, and improved services.

Item: Trainingin restraintsand seclusion -- Within the total provided, $2,000,000 isto support
professonal training in restrants and secluson inresidential and day treatment centers for children
and youth. Thistrainingintiative will support grarntsto non-profit and public entitiesfor the purpose
of developing and demonstrating the effectiveness of a best-practices training model to avoid the
ingppropriate use of restraints and secluson. (Page 145)

Action Taken or to be Taken

In FY 2001, CMHS will award cooperative agreements in the amount of $2,000,000 to support
training in restraints and seclusion.
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| tem: Trainingdemonstration-- The conferees aresupportiveof effortsto develop amodel training
demonstration project to help eliminate deaths and inuries tha occur in mental health facilities due
to theinappropriate use of sclusionand restraints. Suchamodel training program should emphasize
conflict resolution and de-escalation. (Page 145)

Action Taken or to be Taken

In FY 2001, CMHS will award cooperative agreements in the amourt of $2,000,000 to support
training in restraints and seclusion.

Item: Minority fellowships -- Within the total provided, an increase of $2,000,000 is to provide
additional support for minority fellowships in mental health. (Page 145)

Action Taken or to be Taken

In FY 2001, SAMHSA will provide anincrease of $2 million for the Minority Fellowship Program.

Item: Treatment of mental health disordersrelated to HIV disease -- Within the total provided,
$7,000,000 is for the treatment of mental health disorders related to HIV disease including:
dementig clincal depression and the dronic, progressive neurological disabilities that often
accompany HIV disease. These direct services grants provided to minority community-based
providers that operate in traditional and non-traditiond settings are designed to strengthen ther
capacity to provide HIV related mental health services. (Page 145)

Action Taken or to be Taken

In FY 2001, SAMHSA will initiate a new service delivery program in the amount of $7 millionfor
the treatment of mental health disorders related to HIV disease.

Item: Mental health screening -- Funds are included to provide grants to local communities to
improve mental health screening and referrals in non-mental health settingsand continue support for
jail diversion programs for non-violent mentally ill offenders. (Page 145)

Action Taken or to be Taken

In FY 2001, CMHS will award grants to meet emerging and urgent mental health services needs of
communities and is continuing support for jail diversion programs.

Item: Mental Health program funding -- The conferees include the following amounts for the
following projects and activities infiscal year 2001: --$83,000 for the Hope Center in Lexington,
Kentucky; --$85,000 for Steinway Child and Family Services, Inc. in Queens New York for
HIV/AIDS prevention; --$100,000 for the American Trauma Society to support its Second Trauma
Program which helps train trauma system hedlth care professonasto assst individuals facing the
shock of an unexpected death or critical injury to their family members, --$200,000 for the
Concord-Assabet Family Services Center for amodel transitional living programfor troubled youth;
--$325,000 for Preschool Anger Management, Family Communications; --$500,000 for the Life
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Quest Community Mental Health Center in Wasilla, Alaska; --$680,000 for Pacific Clinicsin Arcadia,
California, to support a school-based mentd health demonstration program for Latina adolescents
in par tnership with community groups, mentd health agencies, local governmentsand school systems
in Southeast Los Angeles county; --$803,000 for the Bert Nash Community Mental Health Center
in Lawrence, Kansas, to provide menta hedth services in schools and other settings to prevent
juvenile crime and substance abuseamong high-risk youth; —-$800,000 for the Alaska Federation of
Natives for innovative homeless mental hedth services in Alaska --$850,000 for the lowa Sate
University Extensonto develop aprogram which would provide outreach, training, and counseling
servicesinrural areas; --$921,000 for the United Power for Action and Justice dermonstration project
in Chicagoland area to end the cycle of homelessness, --$921,000 for amentally ill offender crime
redudiondemonstraionin VenturaCounty, Californiato create the building blocks for acontinuum
of carefor mentdly ill offenderswho erter thejail sysem in thecourty; --$850,000for the University
of Connecticut for an urban hedth initiative to improve mental health services to underserved
high-risk individuals living in urban public housing; --$1,007,000 for the University of Horida
National Rural Behavioral Health Center to train extension agents in crisis intervention and stress
management to better equip them to deal with emotional and stressrelated problems; --$1,500,000
for the Ch’eghutsen program in interior Alaska; and --$1,300,000 for the Alaska Federation of
Nativesto useintegraed community caretotreat native Alaskachil drenwith mentd health disorders.
(Pages 144-145)

Action Taken or to be Taken

SAMHSA hasdevdoped astreamlined application processfor dl of these projeds. Earlier thisyear,
CMHS contacted and mailed applications to the organizations citedin this conference language. We
expect to award fundsin the identified amountsto these organizations by the end of the fiscal year.

Item: Programsof regional and national significance/substance abuse servicesfor thehomeless
-- The conference agreement includes $256,315,000 for programs of regional and national
significance instead of $213,716,000 as proposed by the House and $249,566,000 as proposed by
the Senate. Withinthe total provided, $10,000,000 isto initiate grantsto loca non-profit and public
entitiesfor the purpose of devel oping and expanding substance abuse services for homeless persons.
(Page 146)

Action Taken or to be Taken

In FY 2001, CSAT plans to use $10 million to fund projectsto help communities address drug and
al cohol problemsamong homel essindividualsby providing effectiveinterventions. Itisexpected that
18-20 new awards will be made withthese funds. This program is designed to enhance substance
abusetreatment within a seamless system of services (i.e., primaryhealth care, mental health, housing,
and other social services) for homeless individualswith substance abuse disorders.

Item: Expansion and capacity building for substance abuse treatment and HIV/AIDS-- The
agreement includes$53,000,000 designed to provide tar geted service expansion and capacity building
to minority, community-based substance abuse treatment programs with a history of providing
services to communities of color severely impacted by substance abuse and HIV/AIDS. The
corrddion between addiction and HIV/AIDS is wel documented. Injection drug use aone ill
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accountsfor morethan 20 percent of the primary HIV infection risk for African Americanand Latino
adults. These fundsare to be allocaed based on program prioritiesidentified inthe previous fiscal
year and new priorities. Funds are dso included to enhance state and county efforts to plan and
devel opintegrated substanceabuseand HIV/AI D Streatment and prevention servicesto communities
of color. (Page 146)

Action Taken or to be Taken

CSAT plans to continue funding for the Targeted Capacity Expansion HIV program in FY 2001
whichtargets African Americanand L atino popul ationsimpacted by subganceabuseand HIV/AIDS.
The total anount of fundsplanned for this program in FY 2001, for continuation and new awards as
well as some technica assistance and evaluation activities, is approximately $55 million.

Item: Sunshine Shelter in Mississippi -- The confereesare supportive of the efforts of the Sunshine
Shelter for abused and neglected children in Natchez, Mississippi in treating chemically dependent
women and their children and note that additional resources would allow the Shelter to expand its
outreach efforts. (Page147)

Action Taken or to be Taken

CSAT will provide information to this program on funding opportunities for FY 2001.

I tem: Treatment programfunding -- Theconfereesincludethefollowingamount sfor thefollowing

projectsand activities infiscal year 2001: --$100,000 for the Vermont Department of Health Office
of Alcohol and Drug Abuse Prevention to examine adolescent residential treatment programs,

--$106,000 for Center Point, Inc., in Marin County, California, to continue support for substance
abuseandrelated services for minority, homeless and other at risk popul &ions; --$200,000 for Green
Door in Waghington, D.C. to treat minority consumers with substance abuse problems and mental

hedth issues, --$250,000 for the Allegheny County Drug and Alcohol Rehabilitation Program;

--$500,000 for the Cook Inlet Council on Alcohol and Drug Abuse Treatment; --$500,000 for the
House of Mercy in Des Moines, lowato support treat ment programs for pregnant and post-partum
women; --$500,000 for the Stateof Wyoming to carry out an innovative substance abuse prevention
and treatment program; --$425,000 for Humbol dt County, California, to support residential substance
abuse and related services for women who have children; --$608,000 for the Hope Center in

Lexington, Kentucky; --$645,000 for the Grove Counseling Center in Winter Springs, Horidafor a
demonstration project of effective youth substance abuse treat ment methods; --$750,000 for the
Fairbarks LifeGivers Pregnant and Parenting Teens program; --$900,000for the AlaskaFederation
of Natives to idertify best substance abuse treament practices --$1,105,000 for the City of San
Francisco's modd “Treatment on Demand” program for the homeless; and --$2,210,000 for the
Baltimore City Health Department to use innovative methods to enhance drug treatment services.

(Page 147)
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Action Taken or to be Taken

SAMHSA has developed a streamlined application process for al the idertified projects. In mid-
February 2001, CSAT contacted and mailed applicationsto the organizations cited in thisconference
language. We exped to award thesefunds to these organ zations by the end of the fiscd year.

Item: High risk youth grants-- The conference agreement includes $175,145,000 for programsof
regional and national significance instead of $132,742,000 as proposed by the House and
$127,824,000 as proposed by the Senate. Within the total provided, it is intended that high-risk
youth grants will at leas be mantained at last year’s level. (Page 147)

Action Taken or to be Taken

In FY 2000, SAMHSA/CSAP supported a$7.0 million grant program focused on High Risk Youth.
This program is designed to prevent or reduce substance abuse in youth (9 to 15 years old) by
improving school bonding and academic performance, family functioning, and overall lifemanagement
skills. CSAP will continue this program at the same level in FY 2001.

Item: Grants to minority organizations for HIV/AIDS prevention -- The agreement includes
$32,100,000 for grants to minority community based organizations to implement programs that
strengthen substance abuse prevention capacity in communities of col or disproportionately impacted
by the HIV/AIDS epidemic, based on the most recent estimated living AIDS cases, HIV infections
and AIDS mortality among ethnic and racial minorities as reported by the CDC. (Page 147-148)

Action Taken or to be Taken

CSAPwill support $32,100,000 to support mnority communitiesin their eff ortstointegr ateeffective
substance abuse prevention programs with HIVV/AIDS prevention and care services. This program
builds upon our earlier efforts to support minority communities in their efforts to address bath
substance abuse ad HIV/AIDS.

Item: Prevention program funding -- The conferees include the following amounts for the
following projects and activitiesin fiscal year 2001: --$85,000 for the City of Alexandria, Virginia,
substance abuse prevention demonstration program for high-risk Latino youth; --$213,000 for the
Rock Island County Council on Addiction in East Moline, Illinois, for a youth substance abuse
prevention program; and --$500,000 for the Drug-free Families Initiative at the Univerdty of
Missouri, St. Louis. (Page 148)

Action Taken or to be Taken

SAMHSA has developed a streamlined application process for all the identified projects. In mid-
February 2001, CSAP contacted and mailed applications to the three organizations cited in this
conference language. Funds will beawarded o these organizations by the end of the fiscd year.



35

Item: Substance abuse prevention -- The conferees have included sufficient fundsto continue the
pregnant and post-partum substance abuse prevention eval uationsfor both the Community Prevention
Partnership of Berks County, Inc. and the Family Planning Council of Penrsylvania. (Page 148)

Action Taken or to be Taken

CSAP will continueto fully support the prevention evaluationsfor both the Community Prevention
Partnership of Berks County, Inc. and the Family Planing Council of Pennsylvania.

Item: National Household Drug Survey -- The conference agreement includes $79,221,000 for
program management instead of $58,870,000 as proposed by the House and $59,943,000 as
proposed by the Senae. Withinthetotal provided, $12,000,000 isfor the National Household Drug
Survey. (Page 148)

Action Taken or to be Taken

The $12 million included in Program Management will be used to support the National Household
Drug Survey.

Item: Community Assessment and | ntervention Centers -- The conferees include $3,278,000in
fiscal year 2001 to continue testing the effectiveness of Community Assessment and | ntervention
Centersin providing integrat ed mental health and substance abuse services to troubled and at-risk
children and youth, and their families infour Florida communities. (Page 148)

Action Taken or to be Taken

In FY 2001, SAMHSA will cortinue to fund the Community Assessment and Intervention Centers
inthe amount of $3,278,000. During thefirst six months of this project, the four target commurities
have: Conducted outreach to local stakeholders collected regional information on youth
characteristicsand existing resources; and selectedsites for the assessment centers. Currently, project
personnel are researching: (1) screening and assessment tools, (2) potential Management
Information Systems; and (3) models of systems' evduation reporting.

Item: Synar amendment -- The Symar amendment was included as pat of the SAMHSA
reorganizationbill in 1992. Theamendment and itsi mplemerting regu ation required Statesto reduce
sales of tobacco to minors within a negotiated period of time and if a State fails to meet its goals,
reduced its substance abuse prevention and treatment block grant funding by 40 percent. The
confereesare extremely concerned that several States, after at least four years, are not in compliance
with the law and continue to seek an exemption to the penalty requirement. It isthe conferees
intention that this will be the last year exemption language will be carried in an appropriations hill.
SAMHSA isdirected to notify Statesof this intention and work with the affected States to help them
come into compliance. (Page 148)

Action Taken or to be Taken
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The budget proposes to retain the provision allowing states to avoid the penalty in the Synar
Amendment if they commit to spending their own funds on youth tobacco compliance and
enforcement. The Administration looksforward to working with Congresstoformulate apermanent
statutory change to the Syrar peralty structure that ties the amount of the penalty to the degree of
non-compliance. Inaddition, CSAP continuesto work with the affected States by providing technical

assistanceandtraining to reduce youthtobacco salesand to bring the Statesinto compliancewith the
law.



Substance Abuse and Mental Health Services Administration
Authorizing L egislation

Program Description/PHSA

Program M anagement
Sec. 301
Grants and Contracts
Sec. 501
Emergency Response
Sec. 501
Data Collection
Sec. 505
Grants for the Benefit of Hameless
Individuals
Sec. 506
Alcohal and Drug Prevention or
Treatment Sevices for Indans and
Native Alaskans
Sec. 506A
Grants for Ecstasy and Other Club
Drugs Abuse Preventi on
Sec. 506B
Residentia Treatment Programs for
Pregnant and Postpartum \Women
Sec. 508

Priority Substance Abuse Treatment Needs of

Regional and National Significance
Sec. 509
SA Treatment Services for Children
and Adolescents
Sec. 514
Early Intervention Services for Chil dren
and Adolescents
Sec. 514A
M ethamphetamine and Ampheamine
Treatment Initiative
Sec. 514(d)
Priority Substance A buse Prevention
Needsof Regional and National
Significance
Sec. 516
Prevention, Treatment, and Rehabilitation
Model Projects far High Risk Y auth
Sec. 517
Servicesfor Children of Substance Abusers
Sec. 519

37

FY 2001 FY 2001 FY 2002 FY 2002
Amount Current Amount Budget
Authaized Estimate Authaized Request
indefinite  $65,673,000 indefinite $65,673,000
$25,000,000 $17,528,000 SSAN*  $8,244,000
2.5% all disc grants *x 2.5% all disc *x
grants
indefinite  $12,000,000 *%
indefinite
$50,000,000 o o
SSAN
$15,000,000 o o
SSAN
$10,000,000 o o
SSAN
SSA N ** **
SSAN
$300,000,000 $247,322,000 $287,322,000
SSAN
$40,000,000  $2,500,000 $2,500,000
SSAN
$20,000,000 o o
SSAN
$10,000,000 o o
SSAN
$300,000,000 $155,513,000 $156,813,000
SSAN
SSAN $7,000,000 $7,000,000
SSAN
$50,000,000 *x *x
SSAN
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Substance Abuse and Mental Health Services Administration
Authorizing L egislation

Program Description/PHSA

Grants for Strengtheni ng Fami lies

Sec. 519A
Programs to Reduce Underage Drinking

Sec. 519B
Services for Individuals with Fetal Al cohal
Syndrome

Sec. 519C
Centers of Excellence on Servicesfor
Individuals with FAS and Alcohol-related
Birth Defects end Treatment for
Individuals with Such Conditionsand
Their Families

Sec. 519D
Prevention of Methamphetamine and
Inhaant Abuse and Addiction

Sec. 519E
Priority Mental Health Needsof Regonal and
National Significance

Sec. 520A
Y outh Interagency Research, Training,
and Tedhnical Assigance Cente's

Sec. 520C
Servicesfor Y outh Offenders

Sec. 520D
Suidde Prevention for Children and
Adolescents

Sec. 520E
Grants for Emergency Mental Health
Centes

Sec. 520F
Grants for Jail Divesion Programs

Sec. 520G
Improving Qutcames for Children and
Adolescents through Services Integration
between Child Welfare and MH Services

Sec. 520H
Grantsfor thelntegrated Treatment of Serious
Mental Iliness and Co-accurring Substance
Abuse

Sec. 520!
Training Grants

Sec. 520
PATH Grantsto States

Sec. 535(a)

FY 2001 FY 2001 FY 2002 FY 2002
Amount Current Amount Budget
Authaized Estimate Authaized Request
$3,000,000 $1,300,000 SSAN *x
$25,000,000 *x
$25,000,000  $11,500,000 SSAN $11,500,000
$5,000,000 $3,500,000 SSAN  $3,500,000
$10,000,000 *x SSAN *x
$300,000,000 $100,884,000 SSAN $80,749,000
$4,000,000 * % SSAN *x
$40,000,000 * % SSAN *x
$75,000,000 * % SSAN *x
$25,000,000 * % SSAN *x
$10,000,000 * % SSAN *x
$10,000,000 * % SSAN *x
$40,000,000 *x SSAN * %
$25,000,000 *x SSAN *x
$75,000,000 $36,855,000 $75,000,000 $36,855,000
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Substance Abuse and Mental Health Services Administration
Authorizing L egislation

Program Description/PHSA

Community Menta Health Services for
Children with Serious Emotional
Disturbances

Sec. 561
Children and Vidence Program

Sec. 581
Grantsfor Personswho Experience Violence
Related Stress

Sec. 582
Community Mental Health Services Block
Grants

Sec. 1920(a)
Substance Abuse Prevention and Treatment
Block Grants

Sec. 1935(a)
Data Infragructure Development

Sec. 1971

Other Legidation/Pr ogram Description

Protection and Advocacy fa Mentally Il
Individuals
P.L. 99-319, Sec. 117
SEH Workers' Compensation Fund
P.L.98-621

TOTAL against definite authorizations

Total Requested

*  Such SumsAs Necessary

FY 2001 FY 2001 FY 2002 FY 2002
Amount Current Amount Budget
Authaized Estimate Authaized Request

$100,000,000  $91,694,000

$100,000,000  $70,822,000

$50,000,000  $10,000,000

$450,000,000  $420,000,000

$2,000,000,000 $1,665,000,000

SSAN $6,765,000

SSAN  $30,000,000

indefinite $1,500,000

$4,192,000,000 $2,957,356,000

$2,957,356,000

SSAN  $91,694,000

SSAN  $85,106,000

SSAN  $10,000,000

SSAN  $420,000,000

SSAN $1,725,000,000

SSAN $6,000,000

SSAN  $30,000,000

indefinite $1,500,000

$75,000,000  $36,855,000

$3,029,456,000

** While funding is not ecifically requeged for this authorized activity, these activities may be supported with
the funding requested for PRNS or the Block Grants.
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Substance Abuse and Mental Health Services Administration
Appropriations History

Budgd Estimate House Senate
to Congess Allowance Allowance Appropriation

Alcohol, Drug Abuse, and M ental Health Administration
1990 1,738,716,000 1,917,162,000 2,005,448,000 1,926,818,000 1/
1990 Sec 518 Red. -1,135,000
1990 (DOT Appr) 300,000,000 727,000,000
1990 Sequester -26,745,000
1991 2,831,511,000 2/ 2,825,891,000 1/3 3,000,283,000 1/ 2,966,898,000 1/
1991 Sec 514 Red. -77,039,000
1991 Sequester -38,000
1992 3,048,328,000 4/ 2,917,742,000 4/  3,175,832,000 3,081,119,000 &/
1992 Sec 513, Sec 214 Red.  --- -8,389,000
1993 3,241,159,000 6/ 3,099,902,000 6/ n.a n.a
Substance Abuse and M ental Health Services Administration
1993 7/ 2,037,928,000 6/ 1,942,417,000 6/ 2,049,609,000 6/ 2,023,524,000 8/
1993 Sec 216, 511, 513 Red.  --- -18,721,000
1994 2,153,480,000 9/ 2,057,167,000 2,119,205,000 10/ 2,125,178,000 11/
1995 2,365,874,000 12/ 2,166,148,000 2,164,179,000 13/ 2,181,407,000 14/
1995 Red. P.L.103-333 -33,000
1995 Red. P.L. 103-133 -44,000
1995 Resc. P.L. 104-19 -662,000
1996 2,244,392,000 1,788,946,000 1,800,469,000 15  1,854,437,000 16/
1997 2,098,011,000 1,849,946,000 1,873,943,000 2,134,743,000
1997 Red. P.L. 104-208 -362,001
1997 Red. P.L. 104-208 -69,000
1997 Advance Appro. P.L.104-121 --- --- +50,000,000 17/
1998 $2,155,943,000 $2,151,943,000 $2,126,643,000 $2,146,743,000
1998 Advance Appro. P.L. 104-121 +50,000,000 17/
1999 2,279,643,000 2,458,005,000 2,151,643,000 2,488,005,000
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Substance Abuse and Mental Health Services Administration
Appropriations History (Continued)

Budgd Estimete House Senate
to Congress Allowance Allowance Appropriation

2000 2,626,505,000 2,413,731,000 2,750,700,000 2,654,953,000

2000P.L.106-113 -3,085,000 18/

2001 2,823,016,000 2,727,626,000 2,730,757,000 2,958,001,000

2001P.L.106-554 -645,000 19/

2002 3,029,456,000 — — —

FOOTNOTES:

1/ Excludes advancefunding for Homeless

2/ Includes $7,359,000 in 1991 Advance Fundng for Homdess.

3/ Housedid not consider research training Community Support program; and mental health prevention
demonstrations program as it lacked authorizing legidation.

4/ Excludes $31,000,000 proposed to be transferred from the Officeof National Drug Control Policy
(ONDCP) Specid Forfeiture Fund.

5/ Excludes $19,000,000 transf erred from the Special Forf eiture Fund.

6/ Excludes $34,701,000 proposed to be tr ansferred from the ONDCP Special Forfeiture Fund.

7/ FY 1993 Budget Estimate to Congress and House Allowance represent comparable funding levels
based on the 1992 ADAMHA Reorganization Act as idertified in Confaence Report.

8/  Excludes $33,701,000 transf erred from the OND CP Special Forf eiture Fund.

9/ Includes $115,000,000 Presidential Investment.

10/ Excludes $35,000,000 proposed to be tr ansferred from the ONDCP Special Forfeiture Fund.

11/ Excludes $25,000,000 transf erred from the OND CP Special Forf eiture Fund.

12/ Excludes $45,000,000 proposed to be tr ansferred from the ONDCP Special Forfeiture Fund.

13/ Excludes $25,000,000 proposed to be tr ansferred from the ONDCP Special Forfeiture Fund.

14/ Excludes $14,000,000 propased to be transferred from the ONDCP Special Forfature Furd. Reflects
$44,000 in SLUC and $33,000 in performance awar ds reductions mandated by the appr opriation bill
and arescission in the amount of $662,000.

15/ Includes $200,000,000 proposed transfer from the Safe and Drug Free Schools Act program of the
Dept of Education far youth substance abuse prevention programs in schools and commnunities.

16/ A regular 1996 appropriation for thisamount was not enaced.

17/ Advance appropriation P.L. 104-121 from Socia Security Administration to Substance Abuse Block
Grant.

18/ Reflects arecission mandated by P.L.106-113.

19/ Reflects arecission mandated by Section 520 of P.L. 106-554.

Note: Red = Redudion
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SUBSTANCE ABUSE ANDMENTAL HEALTH SERVICES ADMINISTRATION
General Statement/Overview

2001 Increase
2000 2001 Current or 2002 Increase/
Actual _ Appropriation Estimate Decrease Estimate Decrease
PRNS ......... $497,828,000 $635,134,000 $634,634,000 +$136,806,000 $658,734,000 +$24,100,000
MH (Non-add) (136,733,000) (203,674,000) (203,499,000) (+66,766,000) (187,599,000) (-15,900,000)
SAP (Non-add) (146,705,000) (175,145,000) (175,013,000) (+28,308,000) (175,013,000) (--)
SAT (Non-add) (214,390,000) (256,315,000) (256,122,000) (+41,732,000) (296,122,000) (+40,000,000)
ChildMH ....... 82,677,000 91,763,000 91,694,000 +9,017,000 91,694,000 ---
P& A .......... 24,903,000 30,000,000 30,000,000 +5,097,000 30,000,000
PATH ......... 30,883,000 36,883,000 36,855,000 +5,972,000 36,855,000
MHBG ........ 356,000,000 420,000,000 420,000,000 +64,000,000 420,000,000
SAPTBG ..... 1,600,000,000 1,665,000,000 1,665,000,000 +65,000,000 1,725,000,000 +60,000,000
PM ............ 59,049,000 79,221,000 79,173,000 +20,124,000 67,173,000 -12,000,000
Total BA . $2,651,340,000 $2,958,001,000 $2,957,356,000 +$306,016,000 $3,029,456,000 +%$72,100,000
Data Collect (1% Eval) . - --- --- ---  $29,000,000 +$29,000,000
Total ..... 2,651, 340 000 $2,958,001,000 $2,957,356,000 +$306,016,000 $3,058,456,000 +$101,100,000
FTES* ................ 541 560 560 560 —

* Excludes 72 Commissioned Officers (70 in FY 2000) detailed to the District of Cdumbiafor St. Elizabeth’s
Hospital.

The Presdent’s appropriation reques of $3,058,456,000 for this accourt represerts currert law requirements.
No proposed law amounts are included.

AGENCY OVERVIEW

The Substance Abuse and Menta Hedlth Services Adminigtration (SAMHSA) is the lead federal
agency for improving the quality and availability of prevention and treatment services for substance
abuse and mental illness. TheAgency was established in1992 and reauthorized in October of 2000.
SAMHSA is charged with conducting categorical, formula, and block grant programs, and data
collectionactivities throughthe Center for M ental Health Services (CMHS); the Center for Substance
Abuse Prevertion (CSAP); the Center for Substance Abuse Treatment (CSAT); and the Office of
Applied Studes (OAS).

The FY 2002 SAMHSA budget request is $3,029,456,000, an increase of $72.1 million or 2.4
percent over FY 2001. In addition to therequested increasein budget authority, $29.0 millionis
requested for SAMHSA data efforts to be transferred to the Agency from the Department’ s one-
percent evduaion resources In total, SAMHSA programs would increase by $101.1 million.
Staffing resourceswould remain level at approximately 560 full-time equivalents (FTES.

As displayed in the table above, the priorities for FY 2002 include:

e ThePresident’sDrug Treatment Initiative. An additional $100 millionisprovided to
increase accessto drug trestment services and work to narrow the trestment gep. Of this
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amount, $60 million is requested for the Substance Abuse Prevention and Treatment Block
Grart, and $40 millionisrequested for Targeted Capacity Expanson (T CE) within Programs
of Regional and National Sgnificance (PRNS).

* Implementing new program authoritiesidentified in the Children' sHealth Act of 2000, which
reauthorized SAMHSA programs. These include such importart new efforts as post-
traumatic stress disorders (PTSD) in children; fetal alcohol syndrome/fetal alcohol effect
(FAS/IFAE); suicide prevention; training in appropriate seclusion and restraint practices;
improving and expanding treatment services for homeless individuas; and supporting Sate
datainfrastructure deve opment.

* Maintaining abaanced program portfolio to improve service quality, transfer knowledgeinto
practice, and continue progress in addressing service cgpacity needswhere they exist.

* Initiating limited but essentid new work within “base” funding in such areas as disaster
consequences; providing mentd health services through Community and Migrant Hedth
Centers, creating a pilot rehabilitation and restitution program for substance abusing
offenders; andinitiating State datainfrastructure devel opment for substance abusetreatment.

* Expanding national substance use data collection and analysis in the areas of youth, the
ederly, cost data on treatment services, and treatment programsin correctional facilities, in
addition to upgrading existing data systems.

* Maintaining essentid saf and management capability within the Agency.

These priorities are described briefly in the following narrative within the context of three themes
which build upon and amplify SAMHSA’s mission: developing and tranglating research and best
practicesinto broad use by service providers; building hedthy communities; and closing mgjor service
gaps which exist in both the mental health and substance abuse systems. Each theme is comprised
of multiple programswhichwork t ogether to improvesystem quality whilesmultaneoudy expanding

cepacity.

IDENTIFICATION OF PRIORITY SYSTEM NEEDS

SAMHSA’s FY 2002 themes addressserious issues currently facing the service fields, asidentified
in severa recent studies and reports. With respect to the need to ensure best practices are actudly
employed in service delivery, on March 1, 2001, the Institute of Medicine released a report entitled
“Crossing the Quality Chasm: A New Health Systemfor the 21* Century.” The Committee on the
Quality of Health Care found strong evidence that Americars are not receiving care that meetsther
needsor that is based on the best scientific knowledge. The report points out that while substantial
new investments have been made in research, the Nation’s health care systemfdls short in its ahility
to trandate knowledge into practice.  SAMHSA believes that prevention and treatment service
approaches must be evidence-based and there must be real accountability for recipients. The FY
2002 request will help assurethat biomedical and health servicesresearchfindingsare trand aed into
best pracices and that individual shave accessto the best posdble quality of care available.
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A number of recent reports have documented
the impact of mental illness and substance abuse
on the Nation’s communities The Surgeon

Heroin addictionhasreached epidemicleves
in Baltimore with as many asone in 10 of the

General’s Report on Mental Health indicated city’s residents addicted to the drug. The
number of addicts will continue to rise

according to a Drug Enforcement Agency
report reeased in February.

that menbersof diverseracial/ethnic groupsare
less likely to receive gppropriate mental hedth
care than the genera population. Recent news
reportsindicatethat as many as one inten of the
residerts of Batimore are addicted to heroin,
approaching epidemic levds Theenormous economic cost of these diseasesis reflected in thelosses
caused by premature death and disability, and the high cost of crime, destruction of property,
HIV/AIDSand ot her associated diseases, and the impact on ot her family members. Theseand relaed
issues are addressed in the FY 2002 request through such proposed efforts as HIV/AIDS service
projects in minority communities; providing treatment and other services for those re-entering the
community after incarceration; community and family prograns and working with the Heath
Resources and Services Adminigrationto provide services and referrds to those with mental illness
or substance abuse who seek health care at Community and Migrant Health Centers.

Underage drinking remains a critical public health challenge, with data from the National Household
Survey on Drug Abuse reporting that more than half of adolescentsages16 and 17 used alcohol in
the past year. Alcohol is the number one drug of choice among this country’s youth. Current
alcohol-related priorities for SAMHSA are preventing/reducing underage drinking and increasing
access to treatment for persons of any age with alcohol use dsorders. Key cross-cutting dcohol
activities in support of these priorities are increasing participation of commurity sites and college
studentsin Nationd Alcohol Screening Day; devel oping anal cohol measure for Healthy People 2010
to track progress in increasing access to needed treatment ; and working with single State substance
abuse agencies and through State Incentive Grants to support the Governor’s Spouses Initiative:
Leadership to Keep Children Alcohd Free, a natioral effort to prevent dcohol use by childrenages
9to 15.

Beyond assisting commurities in meeting their targeted needs, the SAMHSA request will hep
address the general lack of behavioral health service capacity. This service gap is aso wel
documented. It is, however, a complex problem with multiple facets. Gaps can be geographic,
population-based, or relate to hedth insurance or managed care coverage. Thereare mgor gapsin
speciality health systems such asthose involving children and their families. Care which isavailable
may befragmented or compartmentalized, providing short-term relief but |eading to eventual relapse.

A recent study by the National Center on Addiction and Substance Abuse (CASA) a Columbia
Univergty, “Shoveling Up: The Impact of Substance Abuse on State Budgets,” found that of the
annual $81.3billionspent by Stateson substanceabuse in 1998, only $3.2 billion (4%) was spent for
treatment, prevention and research. Fully $78.1 billion (96%) was spent on justice, education,
child/family assistance, developmental disabilities, etc. CASA estimatesthat $1 of every $4 inpatient
hospital care Medicare dallars, and one out of every five Medicare hospital admissions, are
atributable to substance abuse. According to the recently released Robet Wood Jhnson
Foundationreport “ Substance Abuse: TheNation' sNumber OneHealth Problem,” the economic cost
of substance abuse to the U.S. economy each year isestimated at over $414 hillion. Expansion of
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SAMHSA'’s prevention and treatment programs are a key element of the Administration’splan of
action to address these needs.

IMPLEMENTING BEST PRACTICES

A continuingk ey roleof SAMHSA isto facilitate the trarslation of the lateg research to publichedth
and private practice. Research findings for substance abuse and mental health ar e implemented and
evaluated for effediveness and efficiency in various communities and other red life settings to
determine what works best for different populations. SAMHSA then dissem natesproven program
modelsto help communitiesinvest scarce resourceswisdaly and to improve program outcomes. The
FY 2002 request continues mogt activitiesat the current leve.

SAMHSA’s knowledge development and knowledge application programsform the foundation for
the Agency’ sserviceprograms. Best practiceswhich have been carefully eval uated through project-
based and cross-site studies are made available through multiple communication channels. These
include efforts such as CSAP’s Decision Support System, CMHS' Knowledge Exchange Network,
and the National Registry of Effective Prevention Practices (NREPP). They are made avail eble to
the field in readily understandable and readily accessible formats. And they are being incorporated
as core requirementsof serviceprogramswhere possible, such as State Incentive Grantsawarded in
CSAP ard proposed for 2002 inCSAT.

SAMHSA hasin fact accomplished agreat deal in arelatively short time, improving service qudity
and the Agency' s role in the service delivery system. Y et much remains to be done; as reported
above, quality care is far from universaly available. The FY 2002 request includes a number of
important effortsproposedto be accomplished withinlevel funding, withgrant fundsthat will become
available as other projects complete their award cycles. Thes effortsareidentifiedas “FY 2002
Priority Investments’ inthe budget narrative. Examples include:

» Facilitating trangtions for youth with
mental illnesses - Transitions between | “...over 90 percert of children and adolescents
servicesystemsfor youth present unique || who commit suicide have a mental disorder
barriersthat creae great risk for school || before their death.”
failure, homelessness involvement with - Surgeon Geneal’s Report on Mental Hedth
the crimind justice system, etc. The
trangtion period is complicated by the
lack of coordinationamongchildren’ s mental health and other services. CMHSwill explore how
best to plan, design, and put into practice effective transitional services.

*  Applyingbest prevention practices- CSAP’ sCommmunity Initiated Intervention project sselect and
adapt proven prevention interventions that meet the specific prevention needs of the local target
population. Cross-gteevauationsyield dataonwhat worksfor different populationsand under
which range of circumstances. This information is then used by CSAP to assist other
communities in employing optimal prevention approaches.

» Supporting rehabilitation and reditution for subgance abusing offenders - CSAT will begnto
devel opand evaluate aprogram to assist non-violent substanceabusing off endersto recover from
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their addiction, provide restitution to victims and the community, and become more fully

functioning citizens. Underganding what constitutes best practice and how systems can be
changed accordingly will lead to better retention in treatment and improved outcomes.

CREATING HEALTHY COMMUNITIES

SAMHSA possessessignificant expertisein hel ping communities, including faith-based organi zations,
design and create programs that address their particuar needs without requiring the long-term
investment of SAMHSA reources. The President’s New Feedom Initiative recognizes that
providing community-based care for persons with disallities is critical for promoting maximum
independence. Thisisconsistent with SAMHSA effortsto addressbarriersthat facemany Americans
with disabilities and to support fully integrated community-based service sttings In addition to
continuing several important programsinFY 2002, the Agency will partner with the Adminigration
for Childrenand Families(A CF) inpromoting responsid efatherhood, hel ping familiesin crisisso that
children are protected from abuse and neglect, and hel ping promote safe and stable familieswhich
will keep children out of foster care.

All of SAMHSA’s community-based efforts will continue in FY 2002. These projects hep
communities in a variety of ways establishing service capacity, developing system linkages and
referral programs providing ancillary services, such as sareening, case management and aftercare,
and others Animportant exampleisthe youth violence prevention program, which hasamgj orfocus
onschool-based efforts. Workingthrough several different but related activities, CMHS will continue
towork withthe Depart mentsof Justice and Educationin addr essing thissignificant national concern.
A total of $90.0 million has been budgeted, the same asinFY 2001.

Services for the homeless will be expanded in FY 2002 by assisting communitiesto link sysemsof
primary care, menta health, housing and other socid services. Approximately 25 to 40 percent of
homeless individuals need programs to help them recover from drug and alcohol-related iliness.
Treatment servicesfor thehomelesswill beincreased to $16 millionin FY 2002 (+22%). CMH Swill
work withHRSA-funded Community and Migrant Health Centers to conduct outreach and engage
homeless individuals with mertal illness and co-occurring substance abuse disorders.

SAMHSA will also double the substance abuse

treatment invesment to $12 million for persons || 11 U-S. reteof incar ceration is growing by
who ae reentering the community from | PProximetely 7% each year and drugs are
prisons, jails, or detention centers. These implicated inthe incarceraion of 80% of the

projects are crucid for deveoping systems peopleinjail. Studiesshow that only 27% of
lirkages and referra resources, increasing offenderswho receive treatment in prisonand
treatment capacity, and providng ancillary | &tér, return to jal, compared to 75%
servicessuch asassessment, case management, recidivism for offenders in comparison
education, and aftercare. groups.

Findly, all three Centerswill continueeffortsto

assist racial and ethnic minority communities which are disproportionally affected by HIV/AIDS.
Over the past severa years, SAMHSA resources dedicated to this particular effort have grown to
$92.1 million; total SAM HSA resourcesfor HIV /AIDS programsare estimated at $157.9 millionin
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FY 2002, including those expended through the Substance Abuse Block Grant. The program is
helping to demonstrate new and innovative strategies to address such problems as the increasing
number of cases attributable to injecting drug use among African Americans.

Because 50 per cent of new HIV/AIDS casesresult from substance abuse behaviors, asdo 30 per cent
of all AIDS cases, it isfair to say that substance abuse prevention represents effective HIV/AIDS
prevention as well. In thisregard, nearly dl of CSAP s program can be viewed as contributing to
SAMHSA’soveral HIV/AIDS program. CSAP isbringing its prevention expertise to communities
to help stop the increase of HIV infections in minority and other communities.

CLOSING SERVICE GAPS

The service gapsidentified above will continueto be addressedin FY 2002 through SAMHSA" score
service efforts. Targeted Capecity Expansion, the Children’s Mental Health Service program, the
Mental Health Block Grant, and the Substance Abuse Block Grant. Servicessupported through these
programs are increasingly encouraged to employ best practices identified by the Agency, and to
document performance through evaluations, outcome measurement, and reporting of core data. As
with best practices, the mamer in which the Agency conducts programs has changed materially over
the past severd years, and future changes are imminent. SAMHSA is currently considering
performancepartnership approacheswhich if adopted, wouldinvolvesignificant changesin the State-
federd rdaionship in supporting mental health and substance abuse service ddivery.

Mental health service programs will be continued at the current level in FY 2002, including those
requested for Stae Block Grants, except for $15.9 million provided for one-year congressondly
earmarked projectsconcluding in FY 2001. Updatesinthe distribution formularel aed to popu ation
and taxable State resources will result in small increases and decreases in State alocations in
FY 2002. CMHSwill also continue the Targeted Capecity Expansion program, “Building Mentally
Hedthy Communities,” initiated in FY 2001, with the requested $26.9 million. This program will
assistcities, counties, and Tribesto provide the services necessary to address seriouslocal or regional
mental hedth problemsthrough evidence-based prevertionor treament.

In the area of substance abuse prevention, the State Incentive Grant (SIG) program is a highly
efficient mechanism for enhancing State capacity with high qudity prevention services. CSAP will
continuethe SIG program by awarding grants to three additional States. Comhined with the 9 new
awards this year, a cumulative total of 40 States will have provided prevention services to nearly
2,700 communitiesand 1.2 million participants through 2002. States have achieved dramaticresuts
through this program by filling gapsin the exising substance abuse prevention system.

Thereare currently over 2.9 million individualsin the U. S. with severe drug dependence who ill
need treatment. The FY 2002 President’ s Budget request includes an increase of $100 million over
FY 2001 for substance abuse treatment. This investment recognizes both the need to addressthe
continuing socid and economic toll of substance abuse on the Nation as well as the proven
effectiveness of substance abuse treatment. The Presidert’s initiative will allow States and local
communities to provide treament services to approximatdy 437,000 individuals, an increase of
16,500 (3.9%) over FY 2001. Theinitiative includes $60 million for States within the Substance
Abuse Prevention and Treatment Block Grant (SAPT Block Grant), and $40 million for 54 new
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Targeted Capacity Expansion grantsto regpondto bothemerging and chronic treatmert needswhich
might not be readily addressed with Block Grant funds.

The Targeted Capacity Expansion aspect of thisinitiative is comprised of five discrete components.
These include:

* A treatment servicescomponent for teens and young adults. Only onein five adolescentsin
need of treatment isnow estimated to accessit. Treatment capacity will be establishedwhich
includesthe appropriate level and intensity of care, and will focuson efficacioustreamert for
adolescent alcohol abusers and alcoholics.

* Expanded capacity in the area of adult and juvenile drug courts. This will support new,
clincally-based treatment and related services to address the gap in available drug court
trestment services.

* Re-entryprogramsfor adol escerts retuming from detention facilities. Over one-half of these
young persons are substance abusers or substance dependent. This component will be
conducted in cooperation with the Departments of Labor and Justice.

» Substanceabusetreatment servicesforthehomeless. Thiseffort will strengthenthetreat ment
infrastructure and help provide a continuum of care.

» Treatment services for the general population.

IMPROVING DATA SYSTEMSAND MANAGEMENT

The avalability of accurate, reliable, and timely data on dl aspects of menta health and substance
abuseiscritical to all of SAMHSA’ sefforts. Nationd data are used by professiona sthroughout the
country, as wdl as within the Agency, to spot trends, identify State or regional problems tailor
appropriate responses, and measure results. They are extremely vaduable to SAMHSA's federd,
Stateand local partnersin servicedelivery. SAMHSA' s data sysgems represent avaluald e resource
of historic trend datawhich permit detailed, in-depth anal yses of the nature of the problems faced.
Such information as the current drugs of abuse, the demogr aphics of menta illness, changesin the
age of onset of tobacco use, and racial/ethnic aspects of mental health and substanceabusedl derive
from SAMHSA data programs.

The FY 2002 budget proposes several changesin SAMHSA's dataprograms. First, $12.0 million
formerly budgeted for ongoing opeation of the Natioral Household Survey on Drug Abuse
(NHSDA) within the Program Management account is proposed for transfer to the Secretary’s one
percent evaluation funding. Thisis consistent with evaluation support currently budgeted for other
HHS data systems. In addition, three new data activities will be conducted with $17.0 million in
evdudionresources. These include adding alongitudinal survey of 6,000 youth to the NHSDA to
clarify the development of substance abuse problems in this cohort; adding an NH SDA component
focusing on substance abuse in older popuations; expanding the Drug Abuse Warning Network
(DAWN) sampl esize; and adding asurvey of treatment services in correctional facilitiesto the Drug
and Alcohol Services Information Sygem (DASIS).

Another aspect of SAMHSA' s data program is newly authorized support for development of State
data collection infrastructure. States vary widely in their ability to collect and report on key
performance measures of their mental hedth and substance abuse programs. Daa obtained cannot
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be aggregated at the nationd levd. CMHS is initiging an infrastructure program in FY 2001 to
support awards to adl Statesto improvether dataefforts, and the program will be continued with
$6.0 requested for 2002. CSAT will initiate a similar competitive State data program with $1.0
millionin 2002. States are required to share costs under the fifty percent mat ch requirement of the
statute.

As noted above, SAMHSA staff resources will be maintained at the 2001 level in 2002. Most
resources necessary to provide pay raise and other built-in increases will be derived from the non-
recurring cost of a one-year project which ends in2002.

Maintaining adequate saff support levelsis essertial to the Agency’ sability to manage anincreasing
workload and program portfolio. New activities require consultation with internal and external
partners, Triba consultations, development and reporting of performance measures, integration of
data systems, and trandation and communication of results. To be done well, these and other
necessary funaions are staff-intensive. Therecent growth and expansion of SAMHSA programs -
fromyouth violencetofetal dcohol syndrome to drug courts - hasdemanded that SAMH SA recr uit
and retain ahighly trained professoral staff. Anticipated future retirementsand projected lossesdue
to norma attrition have prompted the Agency to engagein an extensive wor kforce planning analyss.
This study is expected to result in ablueprint for assuring that SAMH SA continues to possessawell-
trained, capable workforce in the future.
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MENTAL HEALTH SERVICES

Overview
2001 Increase Increase
2000 2001 Current or 2002 or
Actual  Appropr iation Estimate Decrease Estimate Decrease
PRNS ......... $136,733,000 $203,674,000 $203,499,000 +%$66,766,000 $187,599,000 -$15,900,000
ChildMH ....... 82,677,000 91,763,000 91,694,000 +9,287,000 91,694,000 —
P&A .......... 24,903,000 30,000,000 30,000,000 +5,097,000 30,000,000 —
PATH .......... 30,883,000 36,883,000 36,855,000 +5,972,000 36,855,000 —
MHBG ........ 356,000,000 420,000,000 420,000,000 +64,000,000 420,000,000 —

Total, CMHS . $631,196,000 $782,320,000 $782,048,000 +$150,852,000 $766,148,000 -$15,900,000

SAMHSA’sCerter for Mental Hed th Services (CMHS) manages grant programswhichimprovethe
lives of adultswho have serious mentd illness and childrenwith seriousemotional disturbances. The
CMHS serves as the federal focal point for knowledge development and application of research-
based, community-focused mental health services, which represent the legacy of decadesof work to
creaean eff ective community-basedmental health srviceinfrastrucurethroughout our Nation. The
people mogt affected by the work of CMHS include some of the Nation’s most underserved and at-
risk populationsover their life gpan, suchasracial/ethnic minorities, women, young children and their
families, older adults, those who suffer from disasters, individuals who are homeless, and refugees.

GPRA goals:

> Asaure rvice avail aility

> Meet unmet and emerging needs

> Bridgethe gap between knowledge&
practice

> Strengthen data collectionto improve
quality & erhance accountahility

The President’ sNew Freedom I nitiative recogni zesthat providing community-based car efor persons
withdisabilitiesiscritica inpromoting their maximumindependence. ThisInitiativeis synergistic with
CMHS éffortsto tear down thebarriersthat face many Americans with disabilitiesand support fully
integrated community-based service settings for individuals with disallities.

In 1996, the World Hedth Organization (WHO) issued a landmark document, The Global Burden
of Disease, which quantified the overall burden of disesse from all causes. This report identified
mental illness asthe second leading cause of disability and premature mortality in the United Stat es.
Collectively, mental disordersaccount for morethan 15 percent of the overall burdenof disease from
all causes, dlightly more than the burden associaed with all forms of cancer. 1n 1996, economists
indicated the direct costs of mental hedth services in the U.S. were $69 billionwith indirect costs
being $78.6 billion. More than 80 percent of theseindirect costsresult from disability, not death, and
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are asociated with logt productivity a work, school, and home - areas targeted by SAMHSA’s
prevention and health promotion agenda.

Thefirst SurgeonGeneral’ s Report on Mental Hed th published inDecember 1999, estimates that 22
to 23 percent of the U.S. adult population or 44 million adults have diagnosable mental disorders
during any 12-month period.

This report further confirmsthat although more than one in five Americans experiences a mertal
disorder during the course of ayear, nearly half of all Americanswith a severe mental illness do not
seek treatment. Additionally, arange of 25to 40 percent of the individuas with amental illness will
have some contact with the criminal justice sysem, while 16 percent of al individuals incarcerated
in State and local jailshave a serious mental disorder. Of the 600,000 individuals who are homeless
on any given night, approximately one-third have a severe mental iliness. Equally alarming are the
suicide statisticswith appr oximately 30,000 Americans committing suicide annually, including 4,500
children and adolescents. Furthermore, the Surgeon Generd’s report estimates there are 6 to 9
million chil dren and adolescentsinthe United States with seriousemotional disturbance, with about
20 percert of children having mental disorders with at leag mild functional impairmert.

Accor ding to the Surgeon Genera’ sReport, membersof diverse ethnic-cultural groupsarelesslikdy
to receive appropriate mentd health care than are members of the population as a whole. Similar
disparities havebeenidentified inother health care areas. A Federal priority isto reduce disparities
in both menta and physical health and hedlth care throughout the Nation. A supplement to the
Surgeon Genreral’ s 1999 Report on Mental Hed th will summerize avail ald e knowledge withregard
to unmet need for mentd hedlth care of ethnic/culturally diverse groups within the U.S. and will
discuss promising directions for improving research and services to diverse populations.

The Surgeon Genera’s Report highlights a strong consensus among Americans of all waks of life
that our society no longer canafford to view mentd health as separat e and unequa to general hedlth.
It cites extensive research that supports the effectiveness of menta hedth treatment and the
avdlability of a range of treatments for most mental disorders. The Surgeon Gereral’s report
acknowledges that despite the effictiveness of treatment options, haf of all Americans who have
severemental illness do not seek treat ment. Stigma associated with mental illnessisidentified asthe
foremost reason for such reluctanceto seek treament. Stigmaerodes confidenceand it leadspeople
to avoid socializing, employing or working with
or living with or near persons with a mental

disorder. Selected Findings on Youth Violence
“Youth Violence: A Report of the Surgeon 1. Youths who commit violence before age 13
Generd’ relessed Jaruary 17, 2001, states that generally commit more crimes and more serious
. . o ' crimes for alonge time

the youth V_'Olence epldgmlc IS not over qnd 2. The most highly aggressive children or children
that effective prevention programs exig. with behavioral disorders do not become serious
Acoording to the Surgeon General, “ The most vident dfenders

urgent need now is a national resove to 3. 30%-40% of maleyouth commit aseriousvident
confront the problem of youth violence offense by age 17

4. 15%-30% of female youth commit a serious
violent offense by age17

sysematicaly using researdht-based approaches
and to corr ect damaging mythsand stereotypes
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that interfere withthe task a hand. ... This report confirmsthat, as a nation, we possess knowledge
and have trangdlated that knowledge into programs that are effective in preventing youth violence.
...Therefore, we cannot afford to waste resources on ineffective or harmful interventions and

Children and Violence

CMHS isfully committed to the prevention of youth violence and the promotion of heathy
develogpment andto intervene with families, schools, and communitieswhere violence has
aready occurred. The Center has developed many violence prevention and treatment
programs, such as the interagency partner ship with the Departments of Education, Justice, and
Labor (Safe Schoolg/Healthy Students Program), and promotes comprehensive, integrated,
community-wide strategies withthe goal of fostering schod safety and healthy youth
devdopment. Schod and community mental health prevertive and treatment interventionsare
core ingredients of this dfort.

The CM HS website (http://www.samhsa.gov or http://www.mental health.or g) contains full
program desariptions and grant oppartunities far schod's, community groups and ahers to
obtain Federd assistance.

strategies-or to further jeopardize the well-being of youth who may be assigned to ineffective
programs”

In December 2000, the Government Accounting Office rd eased to the U.S. Senate Conmittee on
Finance, areport entitled, “ Community-Based Carelncreasesfor Peoplewith SeriousMental 11Iness.”
This report validated SAMHSA'’ s approach by recognizing the need for community-based services
that give ongoing support to adults with serious mental illness (SM1). Thereport concludes, “ These
servicesare espedally criticd for people making the transition from ingtitutions to the community,
to help prevent their becoming homeless or returning to institutions. ...nomeless people with SMI
especially need to receive a range of mental health, substance ause, socia support, and housing
services to function in the community, and it is importart for providers to link these services
effectively.”

AsaNation, we havetheknowledgetorespond | Core Client Outcomes are:
effectively and respectfully to the needs of

personswith mentd illness yet, thereisalack of || v/ Reduced Use of Alcohol or Illegal
consistent attention to the promotion of mental Drugs

hedth and prevention or worsening of mental || v/ Stable Living Environment
iliness. Thelingering stigmaanddiscrimination || v/ Attending School

attached to individuds with mentd illness | v/ Employed

contribute to the myth that people do not | v/ Reduced contact with Criminal

recover. Until recently, sufficient evidence on Justice Sygem
effedtive science approaches was sparse. We
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now know that promotion, prevention, treatment and recovery are inextricably linked. The good
newsis that people who once werethought t o be on adeteriorating, chronic cour se are now holding
jobs, living in the community, getting and staying married, and fully participating in our society. As
stated inthe Surgeon General’ sReport, the magjority of individuals with mental illnesses now can be
successfully treated. CMHS will meet the challenge to engage and keep peoplein treatment, while
ensuring high quality, culturallyand linguisticallyappropriate, | esst resrictive services for individuas
with mental illnessand work simultaneously with familiesand other caregivers, providers, educators,
researchers, and others. The FY 2002 budget builds upon findingsin the 1999 and 2001 Surgeon
General’s Reports, as well as sucoessfully funded programs and Healthy People 2010 nationwide
goals.

The mental health service system in the United States represents a complex connection of many
competing components, including specidty-generd health, hedth-socid welfare, crimina and juvenile
justice, education, housing, public-private sector payors, and others. Consequently, care may be
fragmented and compartmentalized, and create barriersto access. Coupled with this complexity is
the financing of servicesthat often comes from different, opposing sour ces resulting in competitive
funding incentives. The Surgeon General’ s Report confirmsthat the current service delivery system
does not reflect our research-based capabilities to identify, treat, and at times, prevent mental
disorders. This Administration will establish a Commission to review the mental health service
delivery system to address these concerns.

Through diverseand emerging prevertion, treatment and recovery strategies, SAMHSA will continue
to improve access to quality menta hedlth care services. One recent event having a profound
influenceon accessis the Supreme Court decisionin Olmstead v. L.C., 119S.Ct.2176 (1999), which
interpreted Title |1 of the Americans with Disabilities Act (ADA) and edablished that unnecessary
segregation of individualswith disabilitiesin ingtitutions - including State psychiatric and other long
term care facilities - constituted disariminaion. To remedy this discrimination, the court found that
the ADA requires States to serve people with disabilities in community-based settings when
appropriateand reasonable. Thisruling affectsindividualswho had beeninstitutitionalized and at-risk
of re-inditutionalization, aswel asindividuals who are at-risk of institutionalization because of the
lack of community-based services.

Having multiple “ portals of entry” to treatment must not remain a barrier to access. Accordingly,
SAMHSA will continueto ensure servicesthrough all doors; “ Every door... an open door” can exist
when primary headth care, schools, child welfare, and other systems. The gigma that follows
individuas seeking mental health services can be overcome asSAMHSA advanceslinguistically and
culturdly competent servicesthat will ensure “asysem for all.”

Advances in mental health have yielded extraordinary under standing of mental illness and the
accompanying services required for treatment, preventive intervention, and recovery. SAMHSA
continues to work to affirm mentd health asthe cornerstone of health < that consumers of mertal
hedth services will be assured of consigently high qudity, culturally gppropriate and respectful,
affordable, accesside, community and evidenced-based services.



Center for Mental Health S ervices
Mechanism Table
(Diollar s in Thous ands)
FY 2000 Fyzoo1 FyY 2002
Actuds Current Estimate Estimate
No. Amount NHo. Amount No. Amount
FPROXEANTOF BFraiiar &
ME TN S ATF N T
G ants/Cooper ative Agreetnents:
COTHTIEIOTE oo 144 437,951 125 836,054 126 875,911
N ot et BT e 136 25,263 360 78,591 92 22,924
SUPPLETETTES oo, (11 3,068 (7] 2,620 — —
SRt AL, 320 fib, 282 485 117,265 419 93,835
Contracts:
COTHTIAIOTE oo 25 57599 13 £9.058 25 70,647
BIERR e, 14 11,708 127 14,200 74 16,134
SUREOtAL oo, 119 69,307 145 03,258 104 a6, 781
Techrical &5 sBtance. e, 40 474 a0 476 a0 483
Bemmiam 05t s 1 670 2 2,500 1 1,500
FTAEL, PRAS JFE Fie 77 877 i Sod  FEF R
CHIEDREN S M ENTAL BEAL T
Crants/Coopet ative Agresments:
COTHTIAAIOTE oo 45 60,864 46 71,217 46 fil,986
e Ot BT e 2 1,675 — — G 8,304
BUINTEIETTE S o, — — — — — —
BTt AL e, 47 62,539 46 71,217 54 0,290
Contracts:
COTHTIEIOTE oo 10 13,314 11 12,578 ] 12,487
= T 12 f,155 12 7,530 16 g, 248
BUBEOE AL o, 22 19,469 23 20,108 a2 20,735
Techrical &ssBtance. ., ] 369 a 369 a IR
Bemmiaar C0st e 1 300 — — 1 300
FIATEL, (HEARENT FE BEEFT & piNxLd Fi Brasy
MENTAL RS T B K (AT 5S¢ FiLATF 5 S 7RF 57 FARIEY
Paie 55 IEFEF kT3 E ¥4 %) S5 FoFES
FPROTFECITONVANDAINTX J0F g8 ARy 57 T BT 57 TRIEf
FTAEL (WA F2Y SEIF ITs 7 ST I FI7 5758 TIF




55

CENTER FOR MENTAL HEALTH SERVICES
1. Programs of Regional & National Significance (PRNS)

Authorizing Legislation - Section 501, 520, 581, 582 and 1971 of the PHS Act.

2001 Increase Increase
2000 2001 Current or 2002 or
Actual  Appropr iation Estimate Decrease Estimate Decrease

Best Practices. .. $58,516,000 $61,878,000 $61,720,000 +$3,204,000  $54,660,000 -$7,060,000

TCE ... — 35,014,000 35,014,000 +35,014,000 26,939,000 -8,075,000
Child & Violence . 78,217,000 90,000,000 90,000,000  +11,783,000 90,000,000 —
Child& Trauma ........ — 10,000,000 10,000,000  +10,000,000 10,000,000 —
StateDatalInfrast ....... — 6,782,000 6,765,000 +6,765,000 6,000,000 -765,000

Total ........ $136,733,000 $203,674,000 $203,499,000 +$66,766,000 $187,599,000 -$15,900,000
2002 AULhOriZation . .. ... ... Such Sums asNeocessary

Purpose and Method of Operation . . ... ...t

CMHS addresses priority mental health care needs of regional and national significance through
developing and applying best practices, training andtechnical assistance, targeted capacity expanson
and changing the service delivery system through family, client-oriented and consumer run activities.

CMHS accomplishes its mission of improving servicesfor personswith or at risk of mentd illnessby
using a comprehensive strategic approach to service development. The strategy provides for three
broad steps: (1) developing an evidence base about what services and service ddivery mechanisms
work; (2) promoting community readiness to adopt evidence based practices;, and (3) supporting
capacity development.

A. Developing and Applying Best Practices

Sinceinception of the Knowledge Development and Application (KDA) program in 1996, a number
of important advances have been made:

1. Mental Hedth Knowledge Development portfolio has diversified and matured. We now
understand:

» Medicad Managed Care affects delivery of services to children with Serious Emotional
Disturbance and adults with Serious Mental 1lIness populations;

» The effectiveness of selected methods for avoiding homeessness anong serioudy mentally ill
populations,

» Theéeffectivenessof mental healthinter ventions for homelessfamilies, andinparticular, treatment
for homeless mothers and how it impacts their children;

» Theimpact of the supported housng model compared to traditional group living arrangements;
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The effectiveness of various diversion mechanisms that engage persons involved in the criminal
justice systemin integrated treatment for co-occurring disorders;

How to reduce HIV risk in at-risk populations, and in particular, women and young adults;
The complementary efectsof consumer-operated self-hel p programswhen added to mainstream
mental health services,

The effectiveness of integrated mental health, substance abuse and trauma services for women
who have been physically and/or sexually abused;

The effectiveness of integrated treatment versus specidty referra for elderly persons needing
mental health or alcohol abuse treatment who wereidentified in the primary hedth care sysem;
and,

The effect of HIV/AIDS Mental Hedth integrated treatment on treatment adherence, health
outcomes, and overall costs.

The CMH S portfolio respondsto the vast array of informationmod needed to improve services for
the Nation's most vulnerable and least-served populations  Findings from these programs are
currently being used throughout the country to strengthen the treat ment services delivery system.

Program to Prevent Homelessness resulted in:
Fewer Days Spent Homeless

Greater Reductions in Symptomatology

I mproved Quality of Life

A Model Way to Eliminate Homelessness
(Consumer Preference Independent Living)

NENENN

Additional studiesare nearing completion:

»

The Jail Diversion Study, comparing the effeciveness of pre- and pog- booking diverson
programs at 9 sites located across the United States. Notable programs are the Memphis,
Tennessee” CrigsIntervertionTrained” police officer model andthe Maryland “Phoenix Project”
model for womenandtheir children. A “Policy AnalyssCommittee” hasbeenformedto examine
the role of diversion in inaeasing access to care, and the effect of coercion on short-term
outcomes.

The Employment I nter vention Demonstration Programhascompl eted datacol lection and isnow
the largest existing database on ways to help people with serious mental illness work. Asthe
TickettoWork and Work IncentivesImprovement Act of 1999 isinplemented, thi shigh-qudity,
comprehensive database on supporting working people with psychiatric disalilities provides a
national treasure of information. During this program, participants earned over $5 million and
contributed over 863,000 hours of productive work to the Nation’ seconomy, demonstrating that
people with the mog severe and pergstent mental illnesses are able to work and be productive
citizens.
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Evaluation of Housing Alternatives Program examines the effectiveness of different housing
approaches for persons with serious menta illness comparing the effectiveness of housing
dternatives and the effect s of housing on residential stability and resident satisfaction.

The Consumer-Operated ServicesProgram(COSP) evaluatestheextent to which mentd health
consumer-operated services (COS) areeffective inimproving the outcomes of adultswith serious
mental illnesswhen used as an adjunct to traditional mental health services(TMHS). Itsnultidte
designincludes randomization of participantsto either COS plus TMHS or TMHS done. (The
largest study of itskind with many featureshbuilt into the designto ensureahigh level of scientific
rigor. CMHS has aso made considerable progress creating productive partnerships among
consumers, service provide's, and researchers.)

PRISMe: Primary Care Research In Substance Abuse& Mental Health Services for the Elderly
isevaluating dter native models of delivering and financing mental health and/or substance abuse
servicesfor older adults through primary hedth care. By the end of May 2001, over 50,000
individuas over 65 will be screened in primary care settingsfor MH/SA problems. Four Federal
agencies are actively collaborating on this program bridging mental health, substance abuse,
primary heath and aging: SAMHSA, the Department of Veterans Affairs, the Health Care
Financing Administration, and the Health Resourcesand Services Administration.

2. Knowledge application tools have been created and tested.

CMHS has supported service improvement in mor e than 100 specific communities. Through
the Community Action Grant Program, CMHS is supporting 104 projects in 37 States that are
wor king hardto put evidence-based practicesinto use for peoplewith mental illnessand chil drenwith
seriousemotional dsorders. Thisprogram continuest he serviceimprovement strategy of supporting
local sponsors of servicesto build consensus and elicit decisions to implement exemplary practices.

Locd communities are bes able to identify evidenced based practices that work for them,
adapt them to meet their needs, overcome all barriersto implementation of these practicesand

to implement and support these practices through local resources.

Some of examples of these innovative and highly successful projects include:

CourtsSysems - Inthe State of Texas, the legislature is currently considering billsto improve
the quality and effectiveness of insanity evaluations; to divert mentally ill persons from the court
systeminto thetreatment sysem; and to createataskf orce appointed bythe Lieutenant Governor
to review the methods and procedures used to evaluate a criminal defendant’s conmpetency to
gand trid.

Homelessness- In San Mateo and Marin, California, people who are homeess and mentaly ill
are receiving multidisciplinary and integrated services that link them to decent housing, hedth
care, treat ment, and supportive services.

Children and Adolescents - In Tampa, Florida, the Family Services Association, the Hispanic
Services Council, and the Louis de la Parte Horida Menta Headth Council at the Univerdty of
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Florida areimplemerting a System of Care modd for Hispanic children with serious emotional
disturbanceand their families. The GeorgiaParent Support Network, Inc. has joined the Mental
Hedth Association of Georgia to implement WrapAround Services for children with serious
emotional disturbance and their families.

Knowledge Exchange Network

The CMHS National Knowledge Exchange Network provides a wide range of information about
mental hedthtreatment and services to consumers, their families the general public, policy makers,
providers, and researchers. Since an estimated 50 million Americans experience a mental disorder
inany given year andonly one-fourth of them actualy receive services, making information available
IS critical to help them seek and get the help they need.

Requeds for information have increased drametically over the past 5 years, as have CMHS web
training sessions (see figures 1 and 2). Our god is to inaease the number of web sessons and
informationrequestsby 10 percent per year. For moreinformation, seethe Government Performance

Figure 1 Figure 2
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and Results Act section.

State Mental Health Plans

Together with the National Association of Mental Heal th Planning and Advi sory Councils, CMHS
plansto disseminate knowledge development findings and provide technical asd gance to planning
and advisory council members acrossthe country to ensure state-of -the-art mental hedth plans are
developed in each State. Topics of brochures for 2001 are Co-Occurring Substance Abuse and
Mental Health Disorders and Employment for Persons with Psychiatric Disabilities.

Tool kits

CMHS s also developing Evidence-Based Tool kits to encourage mental health providers to adopt
evidence- based treatmentsinclinical settings Six tool kitswill be developed by teams of expertsin
the practiceareasof: 1) Assertive Community Treatment, 2) Supported Employmert, 3) Medication
Algorithms, 4) Family Psychoeducaion, 5) lliness Self-Management Training, and 6) Integrated
Substance Abuse and Mental Health Treatment. Each tool kit team isadvised by a consenaus panel
composed of mentd health consumers, providers adminidrators, and medcd records/qudity
improvement speciaists. Consumer materials will be made available in both English and Spanish.
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Technical assistance has been provided to thousands of communities, programs, providers,
consumer s and families:

>

The National Technical Assigance Center for Children's Mental Health continues to make
significant advancements in the children's mental hedth fidd. Included in their accomplishments
are: a 1,700 participant System of Care Ingtitute focused on developing and emerging policy in
Children's Mental Hedth; a Policy Acadeny atended by 5 State delggations to help develop
policy grategies, andtwo Leader ship Academieshed with par ent/professional leader swithin the
Comprehensive Community Mental Health Services for Children and Ther Families Program.
Findly, anew Promidgng PracticesDocument was developed focusing on maximi zing the useof
datato promote the community-based Systems of Care for children who have mental hedth
disorders.

The Statewide Family Network Program has given familiesavoice in providing servicesto ther
children. These grants have three goals toward which each of the grantees are working:

1. Strengthening Organizational Relationships. Supporting the involvement of familiesat 171
policy tables across the country, grantees have demondrated their dedicationtothisgoal by:
- 18% report work on addressing issues of seclusion and restraint
- 25% report work on custody relinquishment
- 32% report work on support of mental hedth parity

2. Fostering Leadership and Management Skills. Grantees have attended the “Leadership
Academy” through Georgetown University and used the strategies|earned to increase State
funding for cultural and ethnic minority outreach; publishing materials in various languages
and formats; usng trandators, and recruiting trainers from al ethnic and socioeconomic
communities.

3. Transferring Knowledge. Statewide Family Network funds have improved exi ging products
such asbrochures, newdetters, and websitesand provided resour cesfor greater distribution.
Grantees have sponsored and/or co-sponsored 142 conferences with funding from the
Statewide Family Networks.

Consumer-run technical assistance centers have helped thousands get their voices heard.
These centers provide assistance through various ways.

>

One center conducted an exemplary L eadership Academy in 14 States, serving approximately 550
individuals. Five of those States have been west of the Mississippi. Seven States have
participated in educating at | east 80 potential trainersfor their own future L eadership Academies.
Of these States, five have conducted subsequert training. With ongoing assistance, three States
have formed Statewide networks. Massachusetts, Maine, and Virginia. Eight States have
worked with the centers to develop their vision, mission, and val ues statements.

Another center distributed over 900 copies of its peer support manual and conducted peer
support training in two States. Thirty seven individuals were trained as enhanced peer-support
facilitators and each of them will be a resource for on-site peer- support efforts.
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» Another center developed the Personal Ass gance in Community Existence (PACE) program
based on the Empowerment Model of Recovery. Thiscenter haswritten and distributed aPACE
manual and has given PA CE/Recovery training to consumers, family members, professionalsand
lawmekersin 15 locations across the country. States such as New York, California, Texas,
Colorado, and Connecticut are working towards setting up PACE programs. Interest in starting
PA CE/Recovery programs is growing throughout the U.S., Canada and Europe.

» Itistypical for centersto process goproximately 200 requests per week for topic-based tool Kits.
Tool kit topicsindude: Advance Directives Recovery and Empowerment, How To Start a Peer
Support Group, and How to Organize and Run aConsume Conference. Onetechnical assistance
center website contains avariety of articlesaswell asameans of ordering materials. There ae
an average of 35,000 visits per month to the website and the newsletter has a readership of
45,000. This center distributed 25,000 audiot apes of workshops, keynote speechesand inditutes
fromthe annual national consumer conferences, Alternatives The most recent Alternatives 2000
conference was attended by 600 consumers, representing 40 States and 7 countries. Products
from the centers have beentranslated into Spanish, Helrew, French, Hungarian and Japanese.

CMHS contributesto the Nation’ sresponse to HIV/AIDS through education and services.
SAMHSA/CMHSwill continue the Treatment Adherence, Health Outcomes, and Aszociated Costs
Program, a collaborative effort with HRSA, NIMH, NIAAA and NIDA, through FY 2002. Three
major professional organizations received CMHS support to assure that mental hedth professonds
aregppropriately trained to addressthepsycho-socid andtheneuropsychiatric aspectsof HIV/AIDS.
In addition, anew five year direct servicesHIV/AIDS program supports community-based efforts
to providedirect mental health servicesfor peoplelivingwith HI V/AI DS, especially people of color.
This direct services program has atrainng component that targets both tr aditional and nontraditional
mental health care providers, and, again, will target primerily the needs of people of color.

Lessonslearned are being put into practice in Criminal Justice. A number of ectivities are
applying the knowledge gained from programs that divert individuas with menta illness and
substance abuse from jal and of other successful efforts to help people with these dual disorders
reenter the community after being incarcerated. A group of national mentd health organizations is
using this knowledge base to devel op strategies for implementing evidence based treat ment modes
for mentally ill offenders. Lessons learned about jail diverson programs are being incorporated into
technical assstance and training strategies and in the implementation of both pre-booking and
post-booking diversion programs. Other lessons learned are used in the development of reentry
programs supported by the Departmert of Justice.

In FY 2001, another round of threeyear Circlesof Care grants supported American|ndian/Alaska
Native tribesto develop strategies for improving mental health services to Native children. Also,
CMHS nitiated anew three year grant program to certify and evauate the effectiveness of suicide
hotlines.

B. Training
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In FY 2001, CMHS launched a new program ertitled Exemplary Alternatives to Seclusion and
Restraint of Children & Youth. This program provided $2,000,000 to demonstrate and evauatethe
appropriateuse of seclusion and restraint aswell as establish atechnical assistance center for a3-year
period. The nine sitesare required to demonstrate the effectiveness of exemplary dternativesin the
use of seclusion and restraint in mental health programs serving children and youth by using existing
practicesor newly developed ones. A resourcemanual that describesthe appropriae useof seclusion
and restraint devel oped by the demonstration siteswill be published anddistributed to child and youth
mental health programs

The Children’ s Health Act of 2000 changed the Minority Fellowship Program (MFP) in two ways.
(1) dimnated the payback requirement for new students and; (2) post doctoral students are now
eigible for support. The MFP facilitates both the entry of ethnic minority and other studerts into
mental hedth careers and increases the number of nurses, psychiatrists, and social workers trained
to teach, adminiger, and provide direct mentd health and substanceabuse servi ces to ethnic minority
groups. SAMHSA iscommitted to servicesthat ar e professional, competent and effectively meet the
critical mental health and substance abuse prevention and treatment needs of the Nation’s diverse
popul ation.

C. Targeted Capacity Expansion

InFY 2001, CMHS started anew effort entitled, “ Building M entallyHealthy Communities,” designed
to increase the capacity of local communities to provide prevention and treatment services to meet
emerging, unmet mental health needs. The program helps cities, counties and tribal governmentsto
provide the services necessary to address serious local or regional mental health problens through
evidence-based prevention and treatment interventions. Priority populations include: infants,
toddlers, preschool and school-aged children and adol escents; homel ess adults and families; persons
with co-occurring serious menta illness and substance abuse disorders; adultsinthe criminal justice
system and/or in jail diverson programs; and youth in the juvenil e justice systemwithemotional or
psychological problems and/or behavioral disorders. Within this program$2.5 millioni sset-aside for
projectstargeting areduction in racid/ethnic disparities in the availability of and access to mental
hedth services, asignificant problem highlighted by the Surgeon Generd’ s Report on Mentd Health
and the Healthy People 2010 mental health goals.

Also, CM HS provided support to the Department of Justice, Bureau of Justice Assistance for their
re-entry program. This program provides services to adults with serious mental illness who are
departing the crimind justice system.
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D. Children and Violence

In February 2001, the Surgeon General published a report titled Youth Violence: A Report of the
Surgeon General (2001). According to thsReport, youth violence is a high-vighility, high-priority
concernin every sector of U.S. society. No community, whether affluent or poor, urban, suburban,
or rural, is immunre from its devastating effects. Research dealy demonstraes that prevention
programs and strategies can be effective againg both early- and late-onset forms of violence in
general populationsof youths, high-risk youths, and even youths who are already violent or serioudy
delinquent. Most highly effective programs combine components that address both individual risks
and environmental conditions, particularly building individua skills and competencies, parent
effectiveness training, improving the socia climate of the school, and changes in type and level of
involvement in peer groups.

A centra component of CMHS' youth violence prevention effort is the "Safe SchoolgHealthy
Students" program, a collaborative effort of the Federal Depart ments of Education, Justice, Labor
and Health and Human Services. Beginning in Septerrber 1999, individual grants of $1 to $3 million
wereawardedto 54 local education authoritiesthat have forged unprecedented, formal partnerships
with local mental hedthand law enforcemernt agencies. Through these partnerships, comprehensive
plans are being implemerted to promote healthy development, foster resilience in the face of
adversity, and prevent violence. The planscove six primary areas (1) school safety, (2) acohol and
other drug and violence prevention and early intervention programs, (3) school and comnmunity
mental hedth prevention and treament services, (4) early childhood psychosocial and emotional
development programs, (5) education reform, and (6) safe school policies. An additional 23 sites
werefundedin FY 2000 and, in FY 2001, CMHS funded 22 new sites. The demandand competition
for participation in the program has been tremendous; solicitations for the program have resulted in
hundreds of applications, pointing to the willingness, readiness and commitmert of schools and
communities to mobilize around addressing the complex problem of violence anong youth.

CMHS takes a multi-level approach to addressing the youth violence crisis. Through its Y outh
Violence Prevention Grant program, CMHS supports communities, including fath-based
organi zations, around the country to implement and evaluate programs designed to prevent violence
and suicide, and promote healthy mental development in their schools. This program requires
granteesto first build community-based consensus and collaborationin order to be ableto establish,
implement, and sustain evidence-based youth violence prevention programs.

Inorder for collaborative, community change effortst o be successful, wemust al so develop and bring
together public service systems that support heathy development in youth, neighborhoods, and
communities. In FY 2000, CMHS awarded grants to States and local governmentd entities to
promote mental health and prevent violence and substance ebuse among youth. Thegrarnts support
the development of self-sustaining coalitionsbetween State and |ocal governmentswith community
service ddivery systems, in order to promote community-wide understanding of youth problem
behaviorsand approaches to violence prevention. The grants also assst communities in assessing
youth behavioral problems, identifying risk and protective factorsfor such problems, and evauating
the avalability of and gapsin needed sarvices.
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Inadditiontoinvolving familiesin school programs, it is also critical that parents make timeat home
to communicate on a regular basis with their children Over 12,000 high school youth were
interviewed about their violent behavior, delinquency, substance abuse and school failure. They
identified two crucid factors significantly associated with youth staying out of trouble (1) apositive
association with school and (2) a strong connection between parents and youth. Parents who talk
with their children about what ishappening intheir livesare better ald e to guide their childrentoward
more positive, skill-enhancing activitiesand friendships while imparting their family's values. Based
on these findings of the School Violence Prevention Program, CMHS launched the communication
campaign Make Time to Listen, Take Time to Talk, 15+ in partnership with WILA-TV/7 in
WashingtonD.C. The campaignisded gnedto provide practical guidance to parentsand caregivers
about how tocreaethetimeto listen and take the time to talk at least 15 minutes or more every day
with their children.

The CMHS Emergency Services and Disaster Relief programiscollaorating with the Depart ment
of Education on their new effort Project SERV - School Emergency Responseto Violence- in FY
2001 CMHS will addressthe mentd health services needed when aviolent and traumatic incident
occursaffecting aschool community. CMHSwill build upon itsformal interagency agreementswith
the Department of Justice, Office for Victims of Crime and the Department of Veterans Affairs,
National Center for Post Traumatic Stress Disorder to develop mental health response protocols,
training, techni cal assi stance and consul tation to meet boththe immediate and long term mentd health
needs of the impacted school communities.

Y outh violence is a conplex and perddent problem that requires a sustained commtment of
attention, effort, and resourcesif itistobe ameliorated. Our nation’s schoolsand communitieshave
shown us that with the right partners and with comprehensive goproaches we can buld strong
communities and neighborhoods that support the healthy development of children and youth and
prevert youth violence and suicide

E. Children & Trauma

Much recent mediaattention has been padto violent acts committed by youth, especiallyin schools,
but relatively little attention has been paid to the effects the witnessing of violence can have on
children and adolescents. Research on the differential effects of violence and various types of
violernce, as well aswhat treatment approaches work with children who have been traumatized by
violerce, is cant. However, thereis clear evidence that exposure to or involvement in violence can
disrupt normal development of both childrenand adolescentswith profound effectson their mental,
physicd, and emotional health.

CMHS Nationd Child Traumatic Stress Program will 1) improve the quality, effectiveness and
availability of therapeutic servicesdelivered to traumatized children and adolescents, 2) further the
understanding of theindividud, familial, and community impact of child and adolescent traumatic
stress and the methods used to prevent its consequences, and 3) reduce the frequency and
consequences of traumatic eventson children and adolescentsthrough greater public recognition of
the issue, deeper understanding of their sequelae, and improved prevention and treat ment services.

F. State Data Infrastructure
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The Children’ sHealth Act of 2000 authorizesSAMHSA to implement aDatal nfragructure program
which provides grantsto all States and Territories for the purpose of improving their infrastructure
capability to report uniform data, espedally data collected on peformance indicators.

One of the conditions for receiving a grant was that all Statesand Territories mug agree to gather
and report to CMHS uniformdataasrequested in the menta health block grant application effective
fiscd year 2002. With these data, for thefirst time CMHS will be able to determine the gapsin the
public service ddivery sysem, capacity to provide the service, and the quality and effectiveness of
the service provided.

Programs of Regional & National Significance
Program Distribution of Funds
(dollars in thousands)

FY 2000 FY 2001 FY 2002

Homeless........................ $8,486 $9,890 $5,736
HIV/AIDS .. ... ... o 7,980 11,118 13,035
Community Support Programs for Adults 22,615 33,415 24,261
Children, Adolescents & Their Families . 10,774 24,931 23,001
Children & Violence ............... 78,217 90,000 90,000
Local ServiceExpansion ............ — 9,021 9,021
Prevention/Ealy Intervertion ........ — 5,510 5,510
State Data Infrastructure . ........... — 6,765 6,000
Other ........ ... ... ... ... ... 8,661 12,849 11,035

Total ..................... $136,733 $203,499  $187,599

Funding levels for the past five fiscal years were as follows:

Funding FTEs
1997..ouiiiieiiiee $57,964,000
1998.....coeeeiiiie 57,964,000 —
1999.....iieieiiiins 96,419,000
2000......cccoeeeeeeennn. 136,733,000
2001......cccoieeeeennnn, 203,499,000 —

FY 2002 Priority INVESIMENTS . . . . . . oot et e e e e e e e e e e e e e e e

The total amount avalable for new priority invegmentsin FY 2002 is approximately $39 million.
Of this amount, $18.7 million will be available for programs which develop and apply best mental
hedth practices and $20.3 million will be used to augment the Children and Violence Program.

These resources are available within the mental health services discretionary program asa number
of projects conclude in FY 2001. Over the coming year, CMHS will continueto consult with its
partners and stakeholders to assure that available resources are directed to meet the most pressing
needs of the mental heelth community. The programs proposed for funding below reflect the current
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professional judgement of the agency and its partners regarding the most pressng mentd health
program needs for FY 2002.

Developing and Applying Best Practices

CMHS will issue grant announcements for $18.7 million for the Community Action, Conference
grants, Consumer and Consumer Supporter Technical Assistance Centers, Workforce T raining, and
Y outh Transition Services grant programsfor $11.3 million. Also contracts will be awvarded in the
areas of disagter consequences, consumer literacy, support for Best Practices, and other recurring
program support adivities. Inaddition, throughinteragency agreements, CMHSwill coll boraewith
Hedth Resources Services Adminigration to support mentd health services under the Community
Hedth Centers and the Department of Education to continue support of the research and training
centers. These contract activities will total an estimated $7.4 million.

Disaster Consequences

SAMHSA'’s long standing involvement in the response to the emotional consequences of natural
disasters has repeatedly reinforced the importance of understanding and responding to the
psychological effects of such events. Experience in Oklahoma City following this Nation’s most
significant terrorig crime has shown us tha man-made dsaster's result in more frequent, longer
lasting, and more severemental health consequences. Terrorist incidents have an impact on per sons
and communitiesthat are far greater thanthe loss of life and property might suggest. Yet, thissame
experience revealed the gaping deficit in our ability to predict, planfor and respond to theterrifying
posshility of a biologic, chemical or radiologic terrorist act. More than five years later, the first
responders to the Oklahoma City bombing still have continuing mental health difficulties.

Thereisevery reasonto beievetheteroris use of biologic wegpons will impad the mental hedth
of communitiesin a manne far greater and substantially different from that seen even in Oklahoma
City. Thebehavioral hedthimpact of asignificant bioterrorist event will produce the most numerous,
most long term, and most wide spread, and most expensive consequences of al health impacts. The
subsequent modification of socid, economic, and culturd patternswill likely be felt for generations.

In addition to natural disaster response training, in FY 2002, CMHS proposes to initiate a wide
variety of conaultations training packagesand hands-ontraining opportunities to Statesto heighten
awareness and preparednessto the menta hedth effectsimposed by the threat and reality of disaster
consequences. In the future, CMHS will expand knowledge about the social and psychological
ramifications of disaster consequences and
disseminatefindings and recommendations for
action at the national, State and local levels.

Nearly 50 percent of all Americans who

CMHSplansto avard 2contrects for atotal of
$1.0 million.

Consumer Literacy - Barriersto Treatment
The President’'s New Freedom Initiative will
ensurethat dl Americans have the opportunity
to learn and develop <Kills, engage in
productive work, choose where to live and
participate in community life. It will expand

have a severe mental illness do not seek
treatment.

An explicit recommendation from the

Surgeon General’ s Report on Mental Hedth
is ‘seek help if you have a mental health
problem or think you have symptoms of a
mental disorder.’
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researchinand accessto assstive and universally designed technologies, further integrate Americans
with disabilities into the workforce and help remove barriers to participation in comnunity life.

Foremost amongthebarriersto treatment isstigma. T he Nation needs to confront the attitudes, fear,
and misundergandng about mentd health and mental illness. The Surgeon Gereral’s Report
recogni zesthe growing role that consumershavein reducing stigmaand improving service outcomes.
InFY 2002, SAMHSA plansto spend $2 millionto fight stigma and rai se consumer literacy through
education to take down the barriers to treatmert.

In March 2001 CMHS is convening a national mental health symposium “ Spring to Action” to
address disariminaion and stigme. The symposium is an opportunity to learnwhat works and what
does not work on thisissue, how exemplary practices can be disseminated and replicated, and what
it would take to implement a naional endeavor.

In FY 2002, CMHS plansto implement recommendations and suggestions developed at the March
2001 symposium to addressdiscrimination and stigma; to develop and implement a Mental Hedth
Public Awareness Canpaign to demonstrate effective public awarenessapproaches on mental hedth
issues; and to increase the knowledge and skills of menta health consumers to promote adequate,
appropriate, and effective mental health services.

Community Health Center Project with the Health Resources and Services Administration
This project will build capacity within HRSA-funded Comnmunity and Migrant Hedth Centersto
conduct outreach and engagement to homeless individuals with mental illness and co-occurring
substance use disorders. In conjunction with a $100 million HRSA effort to expand mental hedth
capecity intheir Community and Migrant Health Centers, CMHSwill provide $1.5 million of funding
as well as technicd assstance and program guidance regarding the implementation of effective
strategies for meeting the mental health needs of individualswho are homeless and receiving hedth
services inthese public sector agencies.

Consumer and Consumer Supporter T echnical Assstance Centers

CMHS staff met with consumers at the Alternatives 2000 Conference and withthe CMHS National
Advisory Council Sub-Committee on Consumer/Survivor Issues Asaredllt it is evident that there
isademand and need for regiona and local technica assstance which is not being sufficiently met.
In FY 2001, CM HS plans to review the technical assistance needs and implement an evd uation of
the existing technical assistance response capability. In FY 2002, CMHS proposes a national
competition for long term funding of consumer technical assistance centers and technical assistance
to consumer supporters. CMHS plansto award 5 grants for atotal of $2.0 million.

Workforce Training

According to the upcoming supplement to the Surgeon Generd’s Report on Mental Health on Race,
Ethnidty and Culture, ethnic and racial minority adults and children bear a digoroportionate burden
frommental illness and serious emotional disturbance. Whileracial and ethnic minorities continue
to increase in absolute numbers and as a proportion of the general population (nearly 25%), the
number of professionally trained minority mental health providers (approximatdy 8%) is not
increasing at the same rate.
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The goal of the workforce programisto devd op strategies for building capacity in the public mental
hedth systemto serve racid and ethnic minority adults childrenand families using state-of-the-art
treatment gpproaches. This effort will target consumers, families and other para-professionals,
students in norttraditional mental health training programs such as primary care residents, case
managers, teachers, substance ause counsdors, and front line mentd health providers (both
professional and paraprofessiona) already working in hospitals, managed care organizations or
community-based agencies serving significant numbers of racial and ethnic minority adults, children
and families. Six grants are planned for atotal of $1.6 million.

Youth Transition Services

This programwill support adivities to coordinate and enhance exiging mentd health prograns to
fecilitate linkages between the child and adult services systems of care. The targe population of
concern are adol escents and young adults ages 16-24 with a serious emotional disturbance (SED)
and/or anemergng mertal illness.

The trangtion between service systemsfor youth and young adults presents unique barriers that put
these individuds at sgnificantly greaer risk for school falure, involvement withthe criminal justice
systemand/or dependency on social services, including homdessness These youth have the highest
rates of dropout from secondary school among all disability groups. In addition, these youth
experience darmingly poor outcomes compar ed to the general population entering adulthood inthe
areas of post secondary education and later employment, increased arrests and incarceration,
increased incidence of unplanned pregnancy and childbearing and decressed ability to live
independently.

The transition period for youth and young adults with emotional/behavioral disorders is further
complicated by the lack of coordinated services among children’s mental hedlth, child welfare,
education, adult mental health, subgance abusetreatmert, housing and rehakilitation sectors. Y oung
adults and families, professionals, and administrators from across the country, have voiced anumber
of consistent themes pertaining to the nature of the institutional transition and why it is so very
difficult. These themes include:

Institutional supports are withdrawn abruptly, often based on age alone.
Institution-generated transition plans (IDEA) are weak, and are ultimately not followed.
Continuity of care across child and adult irstitutions is lacking.

Institutional supports are not young adult-centered.

States and political sub-divisions of States will be eligible to apply for funding to plan, design and
assess atransitional servicespartnership plan. Grantees will engage in a strategic planning process,
design a modd for providing transtiona services for youth with SED and conduct a feaghility
assessment of the model. Six grants are planned for atota of $2.0 million.

Community Action and Conference Grants Programs
An estimaed $5.7 million for 28 grants (one year awards) has been plamed for thesetwo programs
for FY 2002.

Program Support Contrads
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An estimated $2.9 million will continueto support recurring program support needs such as grantee
consultation, evidence-based analyses, program evaduation contracts and collaboration with other
federal agencies.

Children and Violence Program

Of the $20.3 million for the Children and Violence Program, CMHS will issue new grant
announcementsfor the Y outh Violence Coordinaing Center, Youth Violence Prevention (formerly
Community and School Action Grants), and the Codition for Prevention grant programsfor atotal
of 47 grantsfor $11.6 million. Inaddition, theinteragency agreement with Department of Education
will be increased to support additional Safe Schools/Healthy Students grant sites and a
communications contract is a9 planed to support the Children and Violence program. Thiswill
maintain the Children and Violence program funding level at $90 million, the sameasin FY 2001.

Rationalefor the Budget ReQUESE . . . . . . . o oottt e

The President’ s Budget includes $187,599,000 for FY 2002, a decrease of $15,900,000 compared
tothe FY 2001 current estimae of $203,499,000. TheStateData I nfrastructure program isreduced
by $765,000, which is based on the formula in the program authorization. The reduction includes
$10.9 million in one-year congressionally earmarked projects which end after FY 2001. The
remaining $4.2 million reduces the appropriation base for PRNS as projects conclude.

SAMHSA will submit a legislative proposal to expand the authorities for Children and Violence.
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CENTER FOR MENTAL HEALTH SERVICES
2. Children’s Mental Health Services Program

Authorizing Legislation - Section 565 of the PHS Act

2001 Increase Increase
2000 2001 Current or 2002 or
Actual  Appropr iation Estimate Decrease Estimate Decrease
ChildMH ...... $82,677,000 $91,763,000 $91,694,000 +$9,287,000  $91,694,000 —
2002 Authorization ... ... ... e e e Such Suns as Necessary

Purpose and Method of Operation . . . ... ... .o e

The Comprehensve Community Mentad Hedth Services for Children and their Families Program
encourages the development of intensve community-based services for children with serious
emotional disturbance and their famlies based on a multi-agency, multi-disciplinary approach
involving both the public and private sectors.

Funds are available through grants to States, political subdivisions of States, territories, and Indian
tribes or tribal organizations. Funds are used to build on the existing service infrastructure so that
the array of services required to meet the needsof the target populationis available and accessible.
Grants arelimited to a total of 6 years and grantees must develop sour ces of non-federa matching
contributions which must increase over the term of the award from $1 for each $3 of Federal funds
inthe firg year to $2for each $1 of Federd fundsinthefinal year. After six years, the expected non-
federal contribution risesto 41 percent of al dollars. Appropriated funds also support technical
assistanceto the grant communities, a cross-site evaluation, and acommunication/social marketing
campaign.

The Comprehensive Community Mental Health
Servicesfor Childrenand Their Families Program

From 1993-2001, CMHS has funded 67 grants

in43 Sta?s and supported servicestoatota of | hasbeen the recipient of numerousawards which
46,633 children. However, theprogramserved | include the Hammer Award for Renventing
childrenin only 249 of the 3,142 countiesinthe | Government and the Mercury and NAGC Blue

United States (8%). Only asmall proportion of Pencil Competition Awards for outstanding
achievement in professional communications.

the country has been exposed to the highly
successful system-of-care services provided by
this program.

Outcomesfromthe evaluation have beenusedto monitor the performance of the Children’ s Services
program for CMH S s Government Performance and Results Act (GPRA) Plan. Results of selected
GPRA performance measures are reported below. For more information, see the Government
Performance and Results Act section.
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Perfor mance M easur es 1997 2000
Basdine Actual
Inarease in referrals from nor-mental hedth 75% 78.1%
agencies
Increase inreferrals from juvenile justice 9% 14.6%
Decreased days in inpatient-residentia treat ment 265 days 149 days
IDecrea% in instebility of living arrangements 76% 26%

Findings fromthis program have been published and widdly disseminated in peer-reviewed scientific
journals, Congressiona Reports and Promising Practices Monographs. Mary of the findings are
based on data obtained from a cross-site evaluation through Decenber 31%, 2000. However, the
Program has al learned key lessons. Oneof them is that system-of-care principlesprovide CMHS
with astrong vision for system and services reform that States and communities across the country
canimplement.

To date, the 67 sites havegenerated 35% of matching fundsagainst the total federal and non-federal
contribution to systems of care, or approximately $155 million. This estimate is somewhat
conservativegiven that thelocal contribution in some sitesis much higher than 35%.

One grant community wherethelocal contribution increased dramatically during the grant period was
Wraparound Milwaukee. 1n1996, thetotal spent on children’s mental health servicesin Milwaukee
was$4.3 million. Inonlytwo years, thechildren’smentd health budget had increased to $31 million.
By 1998, the federd CMHS contribution to the project was only 8% of total funds. Wraparound
Milwaukee implemented with a high degree of success apuldic managed care approach to its service
delivery sysem. To thisday, the system of care in Milwaukee is fully sustained and servesas an
important national model that many communities across the Naion seek to emulate. In February

KEY LESSONS LEARNED

CMHS-funded communities:
havemade animpact on local and State pdicy reform

. apply system-of-care principl es to a greater extent than non-funded
communities

. improve the functiona and clinical outcomes of children and their
families

. increase involvement of families and youth

. energize racial and ethnic communities to care for their children and

families
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2001, a group of 100 nationaly-recognized stakeholders was convened to critique the effort and
provide ideasfor new directions. During this mid-cour se review meeting, family members, youth,
policymakers, representatives of professional associations, advocates, providers, researchers, project
directors, anong many others, recommended tha:

. clinical practices should conform to the preferences and cultura values of children and
families;

. the involvement of children, youth, and familiesin sysems of care must be clearly articul ated
and implemented;

. the cross-site eval uaion needsincreased focuswith greater attertionpaid to thedevel opment
of locd evduation cgpacity;

. cultural competence standar ds for systems of care need to be specified and implemented;

. federal cross-agency collaboration should increase to reduce barriers for system-of-care
implementation and to pool existing federal resources for greater program impact;

. outcomes should be definedwith input from communitiesand with increased attention to daa
elements derived from integrated cross-systeminformation sygems; and,

. sugainahility of many systems of carecan occur through their integrationinto comprehensive
State plans.

CMHS' Child, Adolescent and Family Branch isaready moving aggressively to implement many of
the recommendations, in the belief that learning from experience, listening to new ideas, and
implementing with renewed vision will increase the reach and effectivenessof the program.

Child and Family Characteristics. Among the children enteringthe service gtes, 62 percent were
male 38 percent were female. The children’s average age was 12.1 years. White children
represented 68 percent of servicerecipients, while 19 percent were AfricanAmerican, 3 percent were
Asan/Pecific Islander, 3 percent were Native American, 2 percent were Native Hawaiian, and 2
percent were classified asOther. Of all respondents, 20 percent were Hispanc. Among thosechildren
assignad a primary diagnosis, 29 percent had conduct-related disorders, 26 percent had depressive
or dysthymic disorders, 14 percent had attention deficit or hyperactivity disorders, 8 percent had
anxiety disorders, 6 percent had adjustment disorders, and 2 percent had psychotic disorders. The
remaining 15 percent of the children were diagnosed with substance use, developmental/autism
disorders, learning disability, personality disorders, abuse/neglect, and other classifications, or the
primary diagnoss was deferred. With regpect to family characterigtics, childrenin custody of their
mothersrepresented 49 percent of the sample, compared to anational averagefor mother-maintained
households of 27 percert.

Child Outcomes. Findingsindicatenotald eimprovementsfor children after one year in services. For
example,

» Law Enforcement Contacts Reduced. The proportion of children with no law enforcement
contectsin the previous 12 months increased by 13 percent. At the same time, the percent of
children with somelawr enforcement contadsin the previous 12 months decreased by 32 percert.

» Stable Living Arrangements Increased. The percent of children with multiple living
arrangementsdecreased by 9 pecent after oneyear. Similarly, the percent of children having a
single living arrangement increased by 21 percent after oneyear.
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School Performancel mproved. The proportion of childrenwithbelow averageor failing grades
decreased by 23 percent after one year among both1993-1994 and 1997-1998 grantees,
respectively. Inaddition, the percent of children with average or above average school grades
increased by 18 and 30 percent after one year among 1993-1994 and 1997-1998 grantees,
respectively.

School Attendance Il mproved. The percent of children attending school infrequently (75 per cent
or less of the time) decreased by 21 and 41 percent after one year among 1993-1994 and 1997-
1998 grantees respectively. Regular a@tendance increased by 5 and 32 percent after one year
among 1993-1994 and 1997-1998 grantees, respectively.

Use of cigarettes, alcohol andillicit drugs decreased slightly. The proportion of children ages
11 through 18 who reported using cigarettes, alcohol or illicit drugs, including substances such
asLSD, heroine, crack cocane, powder cocaine, and amphetamines, in the 30 days prior to the
survey period, decreased slightly fromintaketo two years after participation in services among
1997-1998 grantees. Marijuana use increased dightly. These differenceswerenot s gnificant.

Findings al 0 suggested that the mental hedth of children who remained in services for an extended
period of time continued to improve For instance,

Behavioral and Emotional Problems I mproved. Thepercent of childrenwith a reliable positive
changein behaviors and emotions asassessed by parentswas 23 percent after six months, and it
increasedto 32 percent after one year, and 37 percent after two years. Furthermore, the percent
of children whose behaviord and emotional functioning did not change, was 70 percent after Sx
months, and decreased to 60 per cent after one year, and 56 percent after two years.

Family Outcomes. Findings show high family caregiver satisfaction and reduced caregiver strain as
follows:

Caregiver Ratings Remained High. The percent of caregiverswho rated questionsin the areas
of servicesatisfaction, child’s progress, ability to choose savices, being asked own opinion of
services, and receiving unconditional care remained in or close to the high range (i.e., 70-80
percent) at six months and & one year.

Caregiver Strain Reduced. Caregivers reported significant reductions in self-related,
environmert-related strain, and child-related strain after six months.
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Number of New Enrollees in the Children's Mental Health
Service Program

Fiscal New Enrollees

Year Each Year Cumulative
1994 3,610 3,610

1995 6,123 9,733

1996 8,821 18,554

1997 9,651 28,205

1998 11,045 39,250

1999 2,781 42,031

2000 est* 5,400 47,431

2001 est* 5,400 52,831

2002 est* 6,360 59,191

* These estimates are based on an average of 120 new children enrolled per site per year.

Funding levels for the past five fiscal years were as follows:

Funding FTE
1997....ccoveeeeee. $69,896,000 --
1998......ccoeeeeeenn. 72,927,000 --
1999......cciiviiviee, 77,909,000 --
2000........ccoceeevenne 82,677,000 --
2001......ccccieeirennne 91,694,000 --

Rationalefor the Budget ReqQUESE . . . . . . . . oottt e

The FY 2002 President’ sBudget includes $91,694,000 for the Children’s Mental Health Services
Program, the samelevel of funding asin FY 2001. Thisamount will support the continuation of 46
grants and provide for 8 new and competing grants. At thislevel, the program will serve 960 newly
enrolled childrenin 32 additiona countiesacrossthe United States. It will alo continue support for
evaluation, technical assistance, and communication activities, promising moreimprovementin more
places for more children and their families in the future.
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CENTER FOR MENTAL HEALTH SERVICES
3. Protection and Advocacy Program

Authorizing Legislation - Section 102 of the PAIMI Ad

2001 Increase Increase
2000 2001 Current or 2002 or
Actual  Appropriation Estimate Decrease Estimate Decrease
P&A ......... $24,903,000  $30,000,000  $30,000,000 +$5,097,000  $30,000,000
2002 Authorization . .. ... ..ot e Such Sums as Necessary

Purpose and Method of Operation . . ... ... .ottt e e

The Protectionand Advocacyfor Individualswith Mental I1Iness(PAIMI) Program provides formula
grant awards to protedion and advocacy (P& A) systens designaed by the governor of each State
and the territories, and the Mayor of the District of Columbia.

The State P& A systems are authorized to monitor facility compliance with respect to the rights of
individuals through activities that ensure the enforcement of the Constitution and federal and State
statutes. The goal of the PAIMI Program is to expand the resources and capacity of State P& A
sysemsto providethefollowing protection and advocacy servicesto individuals with mertal illness
and severe emotional impairment:

. To monitor dl public and private resdential care and treatment facilities and non medical
community-based facilities for children and youth to ensure that they are not at risk for
incidents involving the inappropriate use of secluson and restraint, as required under the
Children’s Health Act of 2000.

. To investigate dl incidents involving serious injuries and deahs rdated to incidents of
seclusion and restraint used by staff in public and private residentia care and treat ment
facilitiesand non medical community-based fecilitiesfor children and youth as required under
the Children’s Health Act of 2000.

. To proted andadvocatefor the rights of individual swith mental illness and severeemotional
impairment while they reside in public or private residential care or treatment facilities.

. To provide servicesto individuals with mental illnessliving inthecommunity, including t heir
own homes, and to identify whenever possible the needs of unserved or under served
populations of individuds with mental illness, such as, children, adolescents, women, the
elderly, including ethnic and cultural minorities, who residein rural and urban communities
and residential facilities.
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. To ensurethat individualswith mertal ilinessare provided appropriate support serviceswhen
they are discharged from residential facilities into the community and that States addressthe
community integration needs of these individual sasidentified by the U.S. Supreme Court in
the Olmstead vs. L.C. decision.

. To monitor State licensure and certification agencies responsible for establishing behavior
modification training gandardsthat address topi cs related to redua ng incidents of seclusion
and restraint, set forth in Section 3207 and 3208 of the Children' s Health Act 2000.

The Children’ sHedth Act of 2000 amended the PAI MI Act intwoways. Firg, the American Indian
Consortium was added as the 57" grantee in order to protect the rightsand to advocate on behal f of
American Indians provided the amounts appropriated for a fiscal year are at least $25,000,000.
Second, the new legislation expanded the authority of the State P& A systems to provide services to
individuas with mental illness living in the community, including their own homes, provided the
funding levd for afiscal year is at least $30,000,000.

The Children’s Health Act of 2000 also addressed the issues of urreported incidents of serious
injuries and deaths that result from the ingppropriate use of sclusion and regraint by poorly or
untrained residential facility staff. Most States have no minimum certification or training
requiranents for residentid fecility staff, and this legidation now requires that States develop
standards. State sandards are to ensure that residential facility staff is appropriatey trained in
behavioral management techniques that focus on reducing the inappropriate use of seclusion and
restraint in thesefacilities. In addition, fadlitiesare required to report all deaths and seriousinjuries
to the designated State agency and the State protection and advocacy system. The State P& A
sygems will then invegigate these incidents.

The State P& A systems increased the number of clients served and the total number of complaints
involving abuse, neglect, and rights violaions that will be resolved in Fiscal Y ears 2000, 2001 and
2002 per the funding requed:

PAIM| PROGRAM CLIENTS SERVED H
Fiscal Year (FY) Clients Served Complaints Addressed
2000 projected 18,000 29,500
2001 projected 21,700 33,300
2002 projected 21,700 33,300

Of the 26,474 abuse neglect, andrightsviolation complaintsaddressed by the State P& A programs
inFY 1999, the number of incidentsinvolving abuse reported to the P& A systemsdecreasedto 8,113
(FY 98: 8,667). Themgority of theseincidentsinvolved failure to provide menta hedth treat ment
(28%), physical assault (14%), inappropriate or excessiverestraint/seclusion (10%), failureto provide
medical treatment (11%), and inappropriate or excess ve medication (11%). In 1999, mentd health
facilitiesin 23 States and 1 territory reported 941 deaths to their State P& A systems. T hirty-nine
(39) State P& A sysemswereableto investigate 458 facility deathsreported to them fromall sources.
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P&A systems efforts to investigate these incidents were affected by such factors as inadequate
information from the reporting facility, duration between the fatality and the notice to the P&A
systems, a lack of facility cooperation, etc. State P&A systems conducted investigations of highly
publicized deaths, of ten brought to thar atention by the media (many States had no mandatory death
reporting requirementsto cover residertid care and treatment facilities in eff ect) and issued findings
which substantiated that residential fadlity staff either used excessive physical restrant or provided
inadequate medical care.

In FY 1999, incidents involving individuals with mental illness and severe emotional digurbance
placed in seclusion and restraint while in residential care and treatment facilities increased. News
storiesin theHartford Courant and by 60 Minutes focused natioral atention on the seriousinuries
and numer ousfa ditiesthat result when staff in residential careor trest ment facilitiesareinadequately
trained in behavioral management and de-escalation of emergency situations that often result in
incidentsof inappropri ae use of sed usion and regraint. In 1999, the GAO and the DHHS Ol G i ssued
separate reports with similar findingsthat confirmed the inadequacy of Sate reporting sysems to
provideinformation on fatalities, serious injuries, use of secluson and restraint, reportsof abuseand
negect, and invegigations of theseincidentsinresdential facilities. FY 2000 datawill be available
in May 2001.

Funding levels for the past five fiscal years were as follows:

Funding FTE

1997....cciie $ 21,957,000 —
1998.......ccoeeie 21,957,000 —
1999......coiiie 22,949,000 —
2000.........ccoeenunen. 24,903,000 —
2001.......ccccvviien. 30,000,000 —

Rationalefor the Budget ReQUESE . . . . . . . o oottt e

The FY 2002 President’ sbudget proposes $30,000,000, thesameleve astheFY 2001 appropriation.
These funds will serve goproximately 21,700 individuas, address highlighted areas in the OIG and
the GAO findings reports, implement the seclusion and restraint monitoring and investigation
requiranents authorized by the Children's Health Ad of 2000, and the community expansion
provisionsto individuads with mental iliness. Thedata elementsused in the formulafor FY 2001 and
FY 2002 are: 1999 popul ation estimates and average per capita incomefor 1997, 1998, 1999. The
FY 2002 Sate allotment formula will be updated when the data is availal e later this year.
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Protection & Advocacy Progratm

FF 2ol
Fi 2000 Fy 2001 Carr ent Fyznnz Increasef

atate or Territory & ctual Ayppropriation Estirnate Es timat & Decreas e

Slabarna. . 8321081 4397952 4397952 8397952 —
Alaska o, 321,081 355,300 355,300 355,300 —
BTTEITA e, 327,582 415,920 415,920 415,920 —
ATRATS a5, 321,081 355,300 355,300 355,300 —
Califormia.....oo 2,101,420 2,657,883 2,657,883 2,657,843 —
Colotado.....ooe e, 321,081 355,300 355,300 355,300 —
Cotmectiont ... 321,081 355,300 355,300 355,300 —
Dalaware. ..o, 321,081 355,300 355,300 355,300 —
Dis trict of Colurabia....... 321,081 355,300 355,300 355,300 —
Flonida. oo, 986,069 1,244,417 1,244,417 1,244,417 —
=T = T 514,374 651,141 6o, 141 651,141 —
Hawmall oo 321,081 355,300 355,300 355,300 —
Idaho. e, 321,081 355,300 355,300 355,300 —
TS e 754,080 944,964 943,964 948,964 —
Indiama.....ocooee e, 403,269 506,667 506,667 506,667 —
IO AL e, 321,081 355,300 355,300 355,300 —
Eansas oo, 321,081 355,300 355,300 355,300 —
Eentucky....o 321,081 359,050 359,050 359,050 —
Lomis 1amta. .. oo, 321,081 397,585 397,585 397,585 —
Matre. oo, 321,081 355,300 355,300 355,300 —
Marvland................... 321,081 398,412 398,412 398,412 —
Massachusetts ... 365,393 458,530 453,830 458,330 —
Michigar............... RAT, 1149 812029 g12,029 B12,029 —
Mitmes ota.. oo 321,081 376,925 376,925 376,925 —
Mississippl o 321,081 355,300 355,300 355,300 —
Missoutl o 369,009 463,170 463,170 463,170 —
Montarna....oooe e, 321,081 355,300 355,300 355,300 —
Mebras Ma oo, 321,081 355,300 355,300 355,300 —
Mewrada. o e, 321,081 355,300 355,300 355,300 —
Mesw Hatps hire.. ... 321,081 355,300 355,300 355,300 —
Mesw Jets ey e 474,955 599,930 599,930 599,980 —
Meswe Mmoo 321,081 355,300 355,300 355,300 —
Mesm Yotk 1,094,053 1,374,671 1,374,671 1,374,671 —
Notth Carolina............... 517,324 649,761 649,761 649,761 —
Motth Dakot ... 321,081 355,300 355,300 355,300 —

77
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Center for M ental Health S ervices
Protection & Advocacy Program

Fv 2nol
FF 2000 Fvannl Current Fr 20032 Increas el

atate or Territory Actual Appropriation Estimate Estitnate Decrease
]} LT 751,252 939,924 939,924 939,924 —
Clalaborma.. .o e 321,081 355,300 355,300 355,300 —
O RO e, 321,081 355,300 355,300 355,300 —
Petmsvwlvania............... 780,417 978,080 978,080 978,080 —
Fhode land................... 321,081 355,300 355,300 355,300 —
Jouth Caroling.... ... 321,081 355,300 355,300 355,300 —
douth Dakota............... 321,081 355,300 355,300 355,300 —
Termes see. ..o, 375,617 472,734 472,715 472,735 —
TEBRE e e, 1,335,941 1,688,060 1,645,060 1,688,060 —
T ah e e, 321,081 355,300 355,300 355,300 —
Wartnotit. 321,081 355,300 355,300 355,300 —
WIEEITIE o 437,372 551,29 6h1,296 551,29 —
W ashingtot.. .o 364,649 459 268 459 2649 459 2649 —
West Virgmia.... 321,081 355,300 355,300 355,300 —
IS COTLS ML e e, 350,136 437,810 437,810 437,810 —
RE S0 (111 (= 321,081 355,300 355,300 355,300 —
Puerto Blco... e, 455,609 614,370 614,370 614,370 —
ATOECan 30mod............ 172,099 190,400 190,400 190,400 —
CRLATL e 172,099 191,400 190,400 190,400 —
Morth M ariana Is lands . 172,099 190,400 190,400 190,400 —
Sirgin Islands ... 172,099 190,400 190,400 190,400 —
american Indian Cons o — 190,400 190,400 190,400

Total, States & Temton 24,404,941 29,400,000 29,400,000 29 400,000 —
Federal fet-Aside....... 495 0549 600,000 600,000 a00.000 —
TOTAL Pl 824 903,000 430,000,000 30,000,000 £30,000,000 —



79

CENTER FOR MENTAL HEALTH SERVICES
4. Projectsfor Assigancein Trandgtion from Homelesmess (PATH)

Authorizing Legislation - Section 535 of the PHS Act

2001 Increase Increase
2000 2001 Current or 2002 or
Actual  Appropr iation Estimate Decrease Estimate Decr ease
PATH ......... $30,883,000 $36,883,000 $36,855,000 +$5,972,000 $36,855,000 —
2002 AUthOrization . . ... $75,000,000

Purpose and Method of Operation . . ... ... oottt e

The Projectsfor Assistance in Transitionfor Homelessess (PATH) programwasestablished in FY
1991 to provide community support services to individuals with serious mertal illness who are
homeless or at risk of becoming homdess. PATH is a formula grant program to States and U.S.
Territoriesto provide(through local governmental entitiesor private nonprofit organi zations) support
servicesincluding outreach, screening and diagnostic treament, community mental health services,
alcohol and drug treatment, supervisory servicesin aresidential setting; and referralsto other needed
services.

The formula calculates State alotments based on the population living in urbanized areas. This
population data isupdated at thetime of the census The results of the 2000 census data will be
availablelaer thisyear to calculatefinal FY 2002 PATH allotments Thepreliminary Stateall otments
for FY 2002 shownin the State digribution table are based on the 1990 census data.

This program requires matching funds of $l to every $3 of federal funds. InFY 1998, State and local
matching funds were almost double the required amount. PATH programs have been highly
successful in targeting assistance to persons who have the most serious impairmerts.

Funding levels for the past five fiscal years were as follows:

Funding FTE
1997 $20,000,000 --
1998......cc e 23,000,000 -
1999......cciiiiiiien, 26,000,000 --
2000........cecevere e 30,883,000 --
2001.....cccceeeennee 36,855,000 --

Homeless persons with serious mental illnesses continue to crowd city dreets and populate rural
areas. Countless othersremainout of Sght. Therequested resourceswill allow local PATH funded
agenciesto find, engage, and link hard to reach persons inneed, with the services that will get them
off the streetsand into housing and treatment , regardless of the severity and duration of their illness.
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As a reqult, PATH providers will fulfill the following PATH GPRA gods (1) contact a total of
124,000 persons, targeting outreach and other servicesto those most in need; (2) maintain at thelevel
of at least 35%, the percentage of persons contacted who become errolled clients, even though these
personswill be more difficult to engage, and; (3) maintain at the level of at |eas 84%, the percentage
of participating agencies that offer outreach services.

The most recent program dataindicate that 366

local agenciesand/or counties utilized FY 1999 Persons Contacted through PATH
PATH funding. Adultsin the agerange 18-64 Outreach Efforts
comprised 92 percent of the clientsenralled in

services. Thirty two percent were African- FY 2000 109,000
American; 8 percent were of Hispanic origin. FY 2001 est 124,000
Clients receiving PAT H-funded services have FY 2002 est 124,000
some of the most disabling mental disorders.

For the Statesreportingdiagnogticinformation,

the most common diagnoses were schizophrenia and other psychotic disorders (43%), followed by
affective disorders (36%) including severe depression and hipolar disorder. At least 58% had co-
occurring serious mentd illnesses and substance abuse disorders. At the time of firg contact with
providers, 50% of all clients had been homeless for more than 30 days. Despite the fact that they
have multiple and complex needs and are very difficult to reach, 37% of the homeless individuals
contacted through PATH funded outreach became enrolled.

A guidebook, How To Be a Player in the Continuum of Care: Tools for the Mental Health
Community, has been prepared to help PATH-funded and other providers understand the HUD
Continuum of Care plaming process in their community and how they can participate.

Rationale for the Budget Request

The FY 2002 President’s Budget proposes $36,855,000, the same level as the FY 2001 current
estimate. Thiswill allow Statesto maintain approximatdy the samelevel of servicesto the homeless
population. CMHSwill continuetowork with Stat esto implement evidence-based practicesin local
communities to reduce the level of homelessnessamong persons with mental illness.
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PATH Program
FYyzoo1 Increase
Fyzo00 Fyz2onl Curr ent Fyz2o02 o
Stateor Territmy Huctual A o iation Estimate Estimate Decrease
STARATTIA o, 300,000 8357000 8357,000 4357,000
SLASKA e, 300,000 300,000 300,000 300,000
BTZOT s 407,000 515,000 515,000 515,000
SEHATIS A5 o 300,000 300,000 300,000 300,000
Calif otria .o 3,900,000 4,938,000 4,935,000 4,935,000
Colovado...ooo e, 364,000 461,000 461,000 461,000
Cormectict. e, 376,000 476,000 476,000 476,000
Dl ammare.. o, 300,000 300,000 300,000 300,000
Distnct of Columbia.................. 300,000 300,000 300,000 300,000
Flotida.. oo, 1,559,000 1,973,000 1,973,000 1,973,000
CROTELA oo e, 499000 632,000 632,000 632,000
Hamail ..o 300,000 300,000 300,000 300,000
Tdaho e, 300,000 300,000 300,000 300,000
TIELELS oo 1,298,000 1,644.000 1,644,000 1.644.000
T amta. e, 412,000 22,000 522,000 522,000
TOSRL e, 300,000 300,000 300,000 300,000
Earsas o, 300,000 300,000 300,000 300,000
Eertuckar. o, 300,000 300,000 300,000 300,000
Lomtis 1amiat oo, 341,000 432,000 432,000 432,000
MATTE. e, 300,000 300,000 300,000 300,000
Marvland. oo, 543,000 694,000 634,000 694,000
Massachmsetts ... 724,000 917,000 917,000 917,000
MAChIZArL o, 890,000 1,127,000 1,127,000 1,127,000
Mirmes ota..o e, 363,000 460,000 460,000 460,000
M 18 ST e, 300,000 300,000 300,000 300,000
Missoui e 426,000 540,000 540,000 540,000
Mottana.. e, 300,000 300,000 300,000 300,000
Mebraska. .o, 300,000 300,000 300,000 300,000
Merada. oo, 300,000 300,000 300,000 300,000
Mesw Harpshite. ..o 300,000 300,000 300,000 300,000
M JEES 87, 1,015,000 1,285,000 1,285,000 1,285,000
Mesm Meson. e, 300,000 300,000 300,000 300,000
M WOt . 2,162,000 2,737,000 2,737.000 2,737,000
Morth Caroling. ..o 385,000 457,000 487,000 457,000
Morth Dabiota. e 300,000 300,000 300,000 300,000
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PATH Progr am
Fy 2001 Increase
FY 2000 Fy2onl Curr ent Fy2oo2 o
Stateor Territory Artual Apr opriation Ectimate Estimate Derease
OB e s 1,019,000 1,291,000 1,291,000 1,291,000 —
OMAROTEA. oot 300,000 300,000 300,000 300,000 —
DEBTOTL e 300,000 300,000 300,000 300,000 —
Penms #lvatia. oo 1,104,000 1,397,000 1,397,000 1,397,000 —
Fhode Island.. ..o, 300,000 300,000 300,000 300,000 —
South Caroling....oooooeenn, 300,000 300,000 300,000 300,000 —
South Dakota. o, 300,000 300,000 300,000 300,000 —
TEMMES S B ot 340,000 430,000 430,000 430,000 —
TEERS s 1,742,000 Z,205,000 2,205,000 2,205,000 —
TIEARL s 300,000 300,000 300,000 300,000 —
WEITIOTH v 300,000 300,000 300,000 300,000 —
WA o ai6,000 743,000 743,000 743,000 —
W ASHINE O 492,000 B23,000 623,000 B23,000 —
West WITAITA. s 300,000 300,000 300,000 300,000 —
LS COTIS I s 377,000 475,000 475,000 478,000 —
K] (1114 R 300,000 300,000 300,000 300,000 —
Puerto Rico....ooonnns 325,000 412,000 412,000 412,000 —
ATNETICATL S0TL0A oo 50,000 20,000 20,000 20,000 -—
AL oo 50,000 20,000 20,000 20,000 -—
Haorth Mariana Islands............ 50,000 20,000 20,000 20,000 -—
Wirgin Islands e 50,000 20,000 20,000 30,000 -—
Tatal, States & Temitories......... £9,334,000 33,776,000 35,776,000 35,776,000 —
Federal Set-Aside...., 929 000 1,107 004 1073000 1,079,000 —
TOTAL PATH. .o S30,883,000 36,883,000 436,855,000 436,855,000 —
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CENTER FOR MENTAL HEALTH SERVICES
5. Community Mental Health Services Block Grant

Authorizing Legislation - Section 1920 of the PHS Act

2001 Increase Increase
2000 2001 Current or 2002 or
Actual  Appropriation Estimate Decrease Estimate Decrease
PRNS ......... $356,000,000 $420,000,000 $420,000,000 +$64,000,000 $420,000,000
2002 Authorization . .. ... ..ot e Such Sums as Necessary

Purpose and Method of Operation . . ... ... .ottt e e

The goa of the Community Mental Health Services Block Grant (MHBG) isto assist the 59 eligible
and participaing States and Territories in providing the appropriate leved of carefor adults with
serious mentd illness (SMI) and children with serious emotiond disturbance (SED) within ther
communitiesasandternaivetothecosly andrestrictiveinpatient hospitd care. Individuals receive
enhanced community services through a balanced sygem of treatment and supports to live more
fulfilling and produdive lives.

CMHSisguided by the undelying values of community-based treatment and the specific criteriathat
must be addressed in theplanning and development of community-based systems of care. CMHS has
provided aconsistent nationa framework and focusto assist States asthey fulfill the expectation that
the entireinfrastructure of their servicededivery sysem, and particularly the useof State psychiatric
hospitals, should be in a continud evolution and realignment until it becomes predominantly
community-based.

While most of the funds are allocated to the States to assist in the development of community-based
care systems for the more than 2 million personsthey serve, five percent isavailable to CMHS to
support technical assistance, data collection, and evaluation activities that assist Statesintheir work.
A number of such activitiesarefunded, including stat e-of - the-art technical assistance provided by the
National Technical Assstance Center for State Mental Health Planning. In arecent review of the
States pending of MHBG funds, The Nationd Association of State Mental Health Program
Directors (NASMHPD) concluded that “in general, States are using the block grant exactly as
intended; that is, as a flexible pool of resources to support a broad range of activities specific to the
needs of each State. This flexibility provides States with anincentive to develop new community-
based services and additional resources to support an expansion of existing services. Although the
block grart represerts only a smdl proportion of the overal State mentd health agency budget in
most States, it is apparent that these dollars support critical and innovative srvices.”

The MHBG huttresses the traditional responshility of State sygems, saving as the mental hedth
service safety net and catastrophic inaurer for those with the most severe problems and the fewest
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resources. The MHBG primarily servesthose individualswith no mental health coverage and those
who exhaust limited mertal health benefits in their health insurance.

The MHBG has met with successinhel ping to redesign theinfrastructure of the States' mental hedth
delivery systems and moving clinical care to the community. From 1970-1994, the number of State
psychiatric hospital beds decreased by over 400%. While downszing of facilities is important in
moving the locus of care, it is not as significant as actual infrastructure changes such as the closure
of hospital sand the movement to the use of community fecilities. From1990-1996 atotd of 34 State
psychiatric hospitals were closed. It is anticipated that this trend will continue.

While goas have been achieved regarding the locus of care, great numbers of Americans with SMI
and SED continue to go untreaed or if they do receive treatmert, it isinadequate for their needs.
For example, it has been documented that of the estimated 10.8 million Americans who have 12-
morth serious mentd illness, 6.6 milliondid not obtain “ stable treatment” during the past 12 months
(Kesder, 1999). By 1999, CMHS had documented an estimated 90% of all Americans with a
psychiaric diagnosis as not receiving any form of specialty mental health care, and two-thirds of
persons with a SMI had not received targeted mental health services.

CMHS is striving to identify and collect quartitative data tha would demondrate that the State
programs that the MHBG supports are efficient and effective. State data now available was
developed individudly by the States, based on their own unique needs and definitions, resulting in
great variaioninther datareporting as wel astheir datainfrastructuresysem. Thislack of uniform
datawastheimpetusfor the devel opment of thethreeyear 16-State Pilot Indicator Grant Project and
other effortsto move the Statesto a uniform nationd data system.

In an effort to increase State flexibility and to develop an accountability system based on
performance, SAMHSA hasbeen working with the States over the past several yearsto recregate the
block grant programsinto performance partnerships. Public Law 106-310 enacted on October 17,
2000 requires the Secretary to submit to Congress by October 17, 2002 a plan which will outline
among other things the flexibility that States will receive under the new patnership and the
performance measures that will be used to hold States accountable for their use of Federal funds.

Thanksto t he collabor ative eff ort between SAMHSA andthe Sates we will meet thisrequirement.
Once this is accomplished, SAMHSA will be able to tell Congress what changes have occurred in
accessto care, the effectivenessof that care andhow successful the services have beenin addressing
the needs of vulneralde populationsin each of the States and territories. The intent of this program
is continued qudity improvement. The information gained will help both the State and the Federal
gover nment better identify where improvement is needed and the services needed to make those
improvemerts.

A 16-State Pilot isaimed at developing a viable framework for uniform reporting of peformancein
the MHBG. The Rilot haspassed year twoand currently hasdataavailable for ambulatory programs,
as well as consumer feedback on treatment for access, appropriateness of care and outcomes.
Additional Pilot datawill be available inearly FY 2002 In additionto the daa collection efforts of
the 16-State Pilot Project, the MHBG program, in collaboration with the States has devdoped a
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framework for a uniform data reporting systemthat identifies and defi nes anunber of common daa
elements on which the States will be asked to report beginning in FY 2002.

The 16 State Project hasmade stridesinthe collection of comparable dataacrossthe 16 participating
States. A verybadc piece of datathat heretoforehasbeen missingistheutilizationratesof the public
mental health system. These rates address t he fundamental issue of the degree to which peoplein
different States make use of the public mental health care systems. During itsfird year, the 16 Sate
project focused on State mental hospital utilization rates. Two quantitative measures were used
including utilization rates comparing the number of people hospitalized during fiscal year 1998tothe
total population of each State. Of the 14 States reporting data each year, nine States reported
increasesin the per capita utilization while five reported decreases. When the data for those States
IS aggregated, there is an overall decline of 8% in the hospitaization rate of the State psychiatric
hospitals. Asindicated previoudy, thisdecline is corsistert with the Mental Health Block Grant goal
of moving thelocus of care from the hospitd to the community.

Another hospital measure is the readmission rate of persons with serious mentd illness to Stae
psychiatric hospitals. The 16 State project is collecting data on the reedmisson ratesto hospitas
within 30 and 180 days of discharge. Eleven of the States are currently able to report this dataon
auniform basis In addition to assiging in evaluating whether the locus of care is moving to the
community, thismeasur e can also assst inidentifying inappropriate re-admissions and ensuring that
sysems are providing services that will allow consumers to return to the community with the
necessary skills and resourcesto maintain themselves there on a permanernt basis.

While CMHS has made significant progress in pioneering the collection of uniform State mental
hedth data, considerably more work isnecessary. For example, unduplicated counts need to be
developed through afocus on building dataand other infrastructures that will combine the State
hospital system with the community-based sysem.

As States have grappled with the difficulties associated with tremendous change in their sygem
infrastructures andthe corregpond ng shifts of resources, muchwork still needsto be dore to ensure
that States develop a comprehensive community-based system of care for adults with SM1 and
childrenwith SED. States continueto be unableto treat all personsin need of care and are unable
to conduct aggressive outreach activities despite considerable evidence demonstrating that many
persons needing careare not receiving it. Further, there are serious gapsin service for thosewho are
intreatment.

For community-based systems to work, an array of support services must be in place to help the
person function inthe community. Almost al States are now chalenged in filling gaps around the
needfor: residential and therapeutic housing;job and work oppor tunitiesfor thetar geted population;
and other support services that are not reimbursed or funded because they are not traditiondly
considered medically necessary. These service gaps contribute to homelessess, damaged
interpersonal and family relationships, lost productivity and substance abuse, absenteeismfromwork
and school, increased incidences of suicides, criminal involvement, and psychiatric hospitalizations.

The severity of gapsinthe community based systems of care for persons with SMI wasbrought to
the forefront in 1999 with the Supreme Court decision inOlmstead v. L.C., 119 S. Ct. 2176 (1999).
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In thisruling the Supreme Court interpreted Title Il of the Americans with Disabilities Act and
determinedthat the unnecessary segregation of personsin State psychiatric facilities and ot her long
term care programs congtitutes discrimination. Unde the Court’s decision, Statesare required to
provide community-based services for persons with disabilities who would otherwise be ertitled to
ingtitutional services when: (a) the State’s treatment professionals reasonabl e determine that such
placement is appropriate; (b) the affected persons do not oppose such treatment; and (c) the
placement canbe reasonaldy accommodated, taking into account the resourcesavallable tothe Sate
and the needs of others who are receiving State-supported disability services.

Olmdead seriously challenges States to prevent and correct i nappropriate institutionali zation and to
review intake and admissions processes to assure persons with disabilities are served in the most
integrated stting gopropriate. Olmdead obliges Satesto administer their programs and activities
in the most integrated setting appropriate to the needs of qualified individuals with disahilities.

Inorder to assist States to expand the community-based supports, CMHS hasinitiated N ational and
Statewide Coalitions to Promote Community-Based Cae. The National Coalition is bringing
together Federal agercies withtraditional and non-traditional stakeholder organization to leverage
resources, polides, programs, and practicesto promotethetransition of per sons with mental illnesses
into community-based systems of care. Financial assgance is bang provided to State mentd health
authoritiesto enhancecollective action at the State levd as wdl inbuilding Statewide Coalitionsto
implement the Olmstead decison. The National Coalition is acting asa resource to assist the local
codlitions in developing linkages between systems servicing individuals with mentd illnesses to
receive treatment in thelr communities.

The President’s New Freedom initiative recognizes tha the Olmstead decison has yet to be fully
implemented. This initiative recognizes that community-based care is critically importart to
promoting maximum independence and that integrating individuals with disakilities into community
life is necessary. Supporting the mogt integrated community-based settings for individuals with
disabilities has been a basic tend of the MHBG since it was created in1981.

The number of clients served isbased on an estimate derived by using the average clamant costs for
ambulatory care of $1,718 per client in FY 2001 and $1,754 in FY 2002.

FY 2000 FY 2001 FY 2002
197,000 232,000 227,000

Funding levels for the past five fiscal years were as follows:

Funding FTE
1997 ... .. $275,420,000 11
1998 .............. 275,420,000 11
1999 ... ........... 288,816,000 11
2000 .............. 356,000,000 17

2001 ...l 420,000,000 17



Rationalefor the Budget REQUESE . . . . . . o ot et e e e e e e e e e e e e e e e

The FY 2002 President’s budget proposes $420,000,000, the same level as the FY 2001 current
estimate. Each State and Territory will continue to receive an allocation based on the formula to
improve community-based mental heal th servicesand to support national datacoll ection andtechnical
assistance activities.

The Menta Hedth State Block Grant allotment tablewhich follow this section showsthat, whilethe
budget request remains the samein tota asin FY 2001, individua State alotmentsvary. For the
most part these are relatively small fluctuations which result fromthe required annual update of two
of the three components of the Blodk Grant formula, the population at risk of a mental hedth or
substance abuse problem, and a factor reflecting States' relative cgpacitiesto support mentd health
services. SAMHSA' s recert reauthorization included a*hold harmless’ provision which mandates
that noM entd Hedth Statedlotment will belessthanthat Staterecevedin 1998, None of the Sate
allotmentsfall below the amount received by the State in FY 1998, however, this hold harmless
provision does not prevent reductions which will be required in 33 State allocations in FY 2002.

Funds will be used to continue developing strategies that increase access to care for populations
traditionally underserved and untrested, such as women, children, people in rural areas, ethnic
minorities and the elderly. Inaddition, these funds will be used to furnish States with the technical
assistance they need to bolster and support their systems of community-based mental health care.
States have consistently requested such technical assistance in various areas, such as:

* developing management information systems,

* implementing systemsof managed care;

» targeting individualswith co-occur ring substance abusedi sordersand mental illnessfor services,
» developing mental hedlth courts,

» dtrengthening State mental health plannng and advisory councils;

 trangition planning for adults and adol escents;

» providing outreach to youth in the juvenile justice sysem;

* expansion of servicesto theelderly;

» collecting data; and

» providngservices in a culturally competent manner.

Data Sources Usad to Calculate the FY 2002 Allotments

e Total Personal Income (TPI) - Bureau of Economic Analysis, Department of Commerce;
Regional Accounts Data, State Personal Income, 1997-1999, downloaded from BEA web site;
source data filename: SA1l 5899.PRN, release dae 9/12/2000. BEA web dte is
http://www.beadoc.gov.

e Resident Population - Bureau of the Census, Departmert of Commerce; Population Estimates
for the U.S. and Statesby Single Year of Ageand Sex: July 1, 1999 downloaded from Census
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web site; sourcedata text file name: ST-99-10.txt, Internet release date 3/9/2000. Censusweb site
is htt p:/ wvww.census.gov/ population’'www/ estimates/st- 99- 10. html .

e Total TaxableResour ces(TTR) - Office of Economic Policy, Department of the Treasury; Total
Taxable Resources, 1996-1998 provided directly to OAS via e-mall; source data filename:
2000EST .xIs, rdesse date 9/29/2000. Daa dso avalable on the Treasury web site
http://www.treas.qov/ttr.

e Population data for the territoriesbased on 1990 Census Data except Micronesia and the
Marshdl Islands - Population data for Micronesia and the Marshall |slands are based on 1980
census data and the average rate of population change from the 1980 to the 1990 census.
Because Micronesia and the Marshall 19ands had entered into a Compact of Free Association
withthe United States, they were no longer considered territoriesin 1990 andtheref orewere not
included in the 1990 census.

e A Cost of Services Index Factor, updated for FY 2001 under a three-year periodic update,
includes the following:

Fair Market Rentsfor the Section 8 Housing Assistance Payments Program —
Fiscal Year 2000, downloaded from the HUD web site
http://www.huduser.org/datasets/frnr: (@) fmr2000f.dbf, dbase file, released
10/1/99, created 9/23/99 (dbase is the only machine-readable format in which the
raw data are offered); (b) fmr2000f.txt, text file, FMR datarecord layout and file
description, released 10/1/99, created 9/27/99; (c) 2000f pre.doc, Word file,
Federal Reqgister preamble of the FY 2000 FMR calculations, released 10/1/99; and
(d) fmrover.wp, WordPerfect version of the Federal Register preamble.

Metropolitan Areas, 1999, released by the Office of Management and Budget
6/30/99, filename MSA99.pdf; used by HUD in development of FMR rates.
Changes in Metropolitan Areas as Defined by the Office of Management and
Budget Since Jure 30, 1993, filename MAUPDATE.txt, released 6/30/99, Bureau
of the Census.

1990 Census mean hourly wagesfor selected industries and occupations (special
datafile prepared by the Bureau of the Census) updated using the percent change
for HCFA mean hourly hospital wages (unadjusted) for FY 1990 (from a special
data file prepared by the Health Care Financing Administration) and FY 1996
hourly hospital wages developed from data colleded for the establishment of FY
2000 HCFA Hospitd Inpatient Prospective Payment System Wage Rates, collected
from the HCFA Internet web ste http://www.hcfa.gov/stats/pufiles, publicly
available on August 17, 1999. Both executable and zip versons of the datafile
WAGEDATA.F96 were available on the web site as 1.2 MB self-extracting files
which decompressed to a 5 M B fixed length (i.e. “flat”) ASCI| file consisting of
5,038 records (one record for each unique facility reporting to HCFA); the
executable version wasdownloaded and decompressed. Also downloaded wasthe
filefor the datarecord layout (WDF2000), which wasavailadein several formats.




Guidancewas aso provided by HCFA regarding relevant changes whichoccurred
in reporting format between the FY 1997 and FY 2000 hospital wage data
releases.

89
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Substance Abuse and Mental Health Servces Administration

Community Mental Health Services Block Grant

Fy 2000 Fy' 200 Fy 2002 Increassf

State or Territory Actual Appropriation Egtimate Decrease

Alabama. . $5,247,803 $6,220,723 $6, 267,851 +§47.128
Alaska.. .. 715,824 7B2.905 780,178 -12.724
AHZONEL. b.734. 460 b.Eh7. 364 b.597. 321 -k0. 043
ANKENSEE. ..o 2,985,186 3.607.39 3.592.835 -14. 55k
California............e 46,170,015 54,652,725 bb,BZ2, 367 +869. 642
Colorado. ... 4,313,213 .094.164 b, 034,334 -b4,835
Connecticut.........on 3,994,050 4,573,611 4,458, 004 -gh. 607
Delaware...........oooovve 801,763 443,578 4649, 680 +26,102
District Of Columbia............. 720,407 830,293 847,055 +16, 762
Flarida........oooeee 20,004,734 24,194,151 24,216,574 +22.423
GEOMGIA . oo 4,664,928 11,916,932 11,958,168 +42. 196
HEWal. .. 1,494,983 1.682. 458 1,683,289 +80
ldaho...... 1,378,861 1.682.538 1,734,655 +52. 117
Mingis.. ..., 13,451,178 16,248,971 16,243,793 -B172
Indiana............ooooovii 7019, 264 8,220,321 8.183. 208 -37 113
[OWPEL e 3.071.528 3.587.827 3.558, 452 28,875
Fansds.......oooeeiie, 2767, 226 3,273,480 3.274.549 +H, 068
Feentucky. ... 4,836,151 678,238 h.727.709 +44, 473
Louisiana........ocooon, 5,289,531 B.102. 402 b. 044,544 -57. 858
PaINE. ... 1,500,026 1.762.274 1,777, 6B +15,345
Panyland.............. h.951.146 8.364. 454 8,295,182 -89.272
bassachusetts.................... 7488, 782 8.443. 383 8.390.585 -52, 794
Pichigan............. 11,633,936 13,278,250 13,194, 457 -78,793
Pinnesda. ... 4,835,304 5.828.519 B.720.177 -108.342
PiSSISSIORL . 3,277,048 3,864,148 3,878,044 +13,896
PAISSOUM. b, bE4, 082 b, GE7. 730 b, G5, 465 -1.765
Pantana............cco 1,028, 345 1,213,588 1,212,982 -B06
Mebraska..........o 1,727,251 2.011.272 1.980.773 -30,454
MeEnada.. . 2,185,130 2, 7h6, 624 2,767,924 +11,295
Mewe Harmpshire. ... 1,279,932 1,448,762 1,458, 966 +10.204
Mew Jersesy. o 10,302,377 12,112,785 12,047,602 -k5. 183
Mewy Mexico.. . 1,872, 445 2,181,353 2,172,430 -8.923
Mewy ek 23,765,183 28,257,608 28,193,000 -k4. 608
Marth Caroling......o 8,483, 742 4.850.034 5.932. 418 -17.621
Marth Dakota. ..o 735,024 853,544 823,218 30,626
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Fy 2000 Fy 20m Fy 2002 Increasef

State or Territory Actual Appropriation Egtimate Decrease

Ohic 12,845,283 15,027,530 14,988,647 -38.883
Oklahoma,. ... 3,896,203 4,596,551 4,546,634 -49.917
OFEGOM. . 3.741.0z20 4,272,535 4,203,605 -b3. 930
Pennsywania ... 14,411,620 16,433,134 16,331,987 -101,147
Fhode lsland....................... 1,284,233 1,456,182 1,419,841 -36.341
South Carolina................ 4,493,573 b.411.135 b 479,270 +B8,141
South Dekota. . 779,348 599,986 gae, /Bh -17.221
TENMESSEE. v 6,404,231 7,945,336 7,970,827 +2h, 491
TERES. 25,320,364 249,347,859 29,454,436 +108,577
Utah. 2,205, 056 2, BBY. 362 2,655,278 -12.104
SR 688, 760 816,103 821,987 +5,8584
SAPGINIE . 8,918,074 10,661,315 10,624,325 -36, 9490
Washington.......... 7,139,921 8,527,239 8,442,768 -84, 471
Wlest Mirginia. . 2,246,329 2,630,833 2,616,936 -13.857
WISCONSIN.. .. 5. 692,136 b,683,935 b.662, 426 -21.509
WA Oming. . 404,908 474,141 471,778 -2, 363
State Subtotal ... 333.127.090 393,015,000 393015000 0
Aretican Samoa.. LA, 7ed k9,438 k9,438 )]
GUBIN. 167,300 197,675 197,675 0
Morthem Marianas............... 54, 4R1 54,349 54,349 0
Puerto Rico.......................... 4,425,283 b, 228.758 R.228.758 0
Palaw............ 50,000 0,000 R0.000 0
Marshal Islands................. 5k, 208 BE.413 BE.413 0
Micronesia. ... 133.062 187,222 157,222 (m
Wirgin Islands. . 127.918 151,144 151.144 )]
Territory Subtotal . G, 073.000 L, 985 000 5,985 000 0
SAMHGA Set-Aside. . 17,799,910 21,000,000 21,000,000 0
GRAND TOTAL.......ccoeneeee. $356.000. 000 $420.000,000 $420.000. 000 0
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SUBSTANCE ABUSE PREVENTION

Overview
2001 Increase Increase
2000 2001 Current or 2002 or
Actual  Appropr iation Estimate Decrease Estimate Decrease
PRNS ......... $146,705,000 $175,145,000 $175,013,000 +%$28,308,000 $175,013,000

SAMHSA'’s Certer for Substance Abuse Prevertion (CSAP) is the sole Federd organization with
respong hility for improving accessibility and qudity of substance ause prevention services. The
Center provides national leadership in the development of policies, programsand servicesto prevent
the onset of illega drug use, underage alcohol and tobacco use, and to reduce the negative
consequencesof using substances

Substance abuseisa seriouspublic hedth problem. In 1995, the A ssociationof American Physicians
reported that substance abuse coststaxpayersover $400 billion each year in direct medical costs, loss
of productivity and earnings, and social costs suchaslaw enforcement, social welfare, and accidents.
In January 2001, the National Center on Addiction and Substance Abuse (CASA) a Columbia
Univesity reported States spent $81.3 billion (13% of total State spending) to deal with substance
abuse and addiction, including their impact on health, social services, education, and the criminal
justicesystem. Speaking to the need for afederal rolein prevention, the study pointed out that only
four cents out of every dollar spent by States on substanceabuse and addiction was used to prevent
and treat it. Onre effective method for dosng the treatment gap isto prevent Americans from
becoming drug deperdert.

The 1999 National Household Survey onDrug Abuse (NHSDA) reports14.8 million Americanswere
current users of illicit drugs in 1999. The report adso shows important differences in usage trends
among age ohorts Significant dedinesare evident for youth age 12t0 17 (21% decresse in illicit
drug use since 1997). This bodes well for reducing the treatment gap as this cohort matures.
However, substantial increases have occurred for 18- to 25-year olds (28% inarease since 1997).
These young adults ar e the same individuals who contributed to the highdrug rates of the early to
mid-1990s, and are now continuing their high rates of use.

Thesefindingssignify the need not onlyfor increased attention to ol der adol escents and young adults,
but asofor continued prevention effortsfor youth and people of all agesfacing critical lifetransitions.
Among very young children, recent research has demonstrated the importance of early intervention
in physical, social, and cognitive development. The elderly, individuals age 65 and older, account
for more than half of all reported cases of adverse prescription medication reactions leading to
hospitalization. This is even more alarming given the aging of the baby boom generation. Thus,
CSAP isnow expanding its efforts to determine what works for which populations and under what
conditions across the life span.
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Expected Increase in Drug Users
Assuming Constant Use Rates

2010

A0,
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2000 [ SRR R

1,500,000 1,750,000 2,000,000 2,250,000 2,500,000

Number of Drug Users

Prevention efforts will become even more essential in the next several years, as the children of the
baby boom generation reach their most vulnerable age for substance abuse. The 15-20 age group,
whichexhihbits the highest levels of substance albuse, will grow by about 11% or 2.3 million youthin
the next tenyear s Evenif rates of youth drug use remain constant at 9% , we can expect many more
substance abusers and related health and social problems due simply to this projected growth inthe
youth population. At current userates, thisgrowth will also create about 207,000 moreregular illicit
drug users
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Substance Abus e and Mental Heal th S ervices Advi nist-ation

Center for Substance Abuse Preventdon

Budgzet Mec hanism Table
(Drollars in Thousands)
Fy 2000 Fy 2001 Fy 2002
Artual Appropriation Fstimate
MNo.  Amount MNo. Anmount No. Ammmt
Programs of Re gional
and Natiomal Significance:
Crants/Cooperative Aorestnents:
Contiations. 252 B109,5206 120 $61,570 163 §102434
Mess Cotrpetitng. oo 5 14,090 147 73516 2 32153
subtotal 257 B33 016 268 §135086 246 F134 587
Contracts:
Contiations. 17 17720 1a F18512 a0 $28.300
MewdCotrpeting 7 2015 18 18417 fi G050
subtotal 2 $10.735 36 36,920 36 $37 350
Techiical A ssistatice .. 4 243 4 2093 4 2,171
Bewiew Costo 20 - g5 - g5
subtotal 2a F22TED 40 $30.027 40 40 426
TOIAL PRIE. oo eeeees ceeseens cesesses snessens sosesses 285 $146.765 368 SITS013 286 SITS.613
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Programs of Regional and National Significance

Substance Abuse Prevention

Authorizing Legislation - Sections 516, 517, 519A, 519C, and 519D of the Pubic Health Service
Act

2001 Increase Increase
2000 2001 Current or 2002 or
Actual  Appropr iation Estimate Decrease Estimate Decrease

Best Practices. .. $47,505,000 $58,745,000 $58,613,000 +%$11,108,000  $58,203,000 -$410,000

TCE ........... 77,000,000 96,900,000 96,900,000 +19,900,000 98,610,000  +1,710,000
High Risk Youth .. 7,000,000 7,000,000 7,000,000 - 7,000,000 —
Strength Families. 10,500,000 1,300,000 1,300,000 -9,200,000 —  -1,300,000
FASFAE ........ 4,700,000 11,200,000 11,200,000  +6,500,000 11,200,000 —

Total ........ $146,705,000 $175,145,000 $175,013,000 +28,308,000 $175,013,000
2002 AULhOrIZEaLION . . . ..o Such Sunrs as Necessary

Purpose and Method of Operations . . . .. ... ..t e

Through the Programs of Regiond and National Significance (PRNS) activity, SAMHSA’s Center
for Substance Abuse Prevention (CSAP) supports an integrated systems approach to preventing
substance use and abuse in thiscountry. Thisapproach promotes and enhancesSAMHSA activities
to achieve the following goals

Asaure frvices avail aility
Meet unmet and emerging needs

Bridge the gap between knowledge and practice

The mgjor componerts of thisapproach are to:

. support the development of new practice knowledge on substance abuse prevention,

. identify proven effective models,

. disseminate science-based intervention information,

. build State and community capacity for wide-spread implementation of proven effective
substance abuse prevention programs, and

. address new needsin the prevention system.

Major distribution of CSAP PRNS program funds for substance abuse prevention include:
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Programs of Regional & National Significance
Program Distribution of Funds
(dollars in thousands)

FY 2000 FY 2001 FY 2002
Substance Abuse Prevention:
Youth PreventionPrograms .. ............. $44,205 $49,413 $50,713
Workplace Prevention . ................... 3,300 4,400 4,400
HIV/AIDS . ... .. e 8,500 32,100 32,100
StatelncentiveGrants ... ................ 60,400 60,600 60,600
Centers for the Application of
Prevention Techrologies ................ 8,100 9,000 9,000
HighRikYouth ....................... 7,000 7,000 7,000
Strengthening Families. .. ................ 10,500 1,300 —*
Fetd Alcohol Syndrome'Feal Alcohd Effects . 4,700 11,200 11,200
Total ... $146,705 $175,013  $175,013

* Strengthening Families moddswill be incorporated in High Risk Y outh programs in FY 2002.
Funds are re-allocated to Y outh Prevention Programs.

. . CSAP's comprehensive
Comprehensive Prevention  cenion sysem is an
integrated approach
designed to get the right
tools into the hands of
States and communities.
The goal is to bring
effective substance abuse
prevention practices to
every community to help
ensure reductions in
substance abuse. In
support of this god, CSAP
activey collaborates with
other Federal, State, public
and private organizations.




97
A. Developing and Applying Best Practices:

Develop Practice Knowledge

Building on the SAM HSA Goadl to bridge the gap between knowledge and practice, CSAP supports
programswhichexpand, adapt and refinefor practice new knowledge for the prevertion of substance
abuse - this includes prevertion knowledge outside of the clinical/research setting. Knowledge
Devdopment (KD) programsidentify, implement, and field test prevention programsto determine
effectivenesswith diverse populationsin red life environments. Some of the problems addressed by
KD programsinclude the emerging increasesin “ecgasy” use anong students, steroid use among
younger males, and the persistent problem of underage alcohol use. SAMHSA will identify those
strategiesthat areeffectivein preventing the use of these harmful substances. Prevention effortsmust
be tailored to particular drugs and audiences to effectively address young peopl€e's beliefs and
attitudes specific to each drug. CSAFP's grantee programs are rigorously evaluated to determine
effectiveness of research-based prevention programs when implemented by community providers.
Thorough cross-site evaluations, coordinated core measures, data pooling, and cross-dte anaysis
areused, thusincread ng theability toidentify what works, for whom, and under what circumstances.

The FY 2002 budget request continues support for High Risk Y outh grants focusing on youth ages
9 - 15 and their families. These High Risk Y outh projects support a diverse array of mentoring and
family strengthening models, including youth education on substance abuse, life management skills,
conflict resolution, tutoring, family communication, and others. GPRA data from the Predictor
Varidble Studies illustrate that substance use subgantially decreases (e.g., tobacco use reduction
from2.6t00.5%vs. 1.1to 2.3% increasein the control group) when effective programstarget these
and other identified precursors.

Anayss of prior High Risk Youth programs at 48 sites affecting 10,000 youth concluded that high
risk youth who were more connected to positive socia environments, such asfamily and school, used
substances less than those who lacked such comections. Another key finding was that prevention
program results differed for boys and girls: substance use outcomes were more positive for boys at
program’send, but positive outcomes emerged later and lasted longer for girls. Overal, youth who
take part in prevention programs have datigicdly sgnficant lower levdsof acohol and marijuana
use than those in comparison groups. Building upon experience with the Family Strengthening
program, CSAP decidedto incorporate the concept into the HighRisk Y outh program. InFY 2002,
CSAP will expand mentoring and family strengthening programs to serve a greate number of
persons, in multiple locations and diverse settings. Outcomes expected are reductions in substance
use, and improved family and school attitudes and behaviors.

The FY 2002 request also supportscontinuation of the Community Initiated Interventions program.
This program provides grants to communitiesto implement prevention programsfocused on priority
issuesand spedfic populations. Communities sded a prevention strategy according to their needs
and then test, adapt, refine and/or replicate research-basedinterventionsamong different populations
in disparate community settings. This program assures effective prevention strategies are relevant
and appropriate to communities, by adapting, disseminating, and applying programs that meet a
community’ sunique needs. Thisprogram will focuson several emerging issuesin substance abuse
prevention: fetal alcohol syndromealcohol related birth defects; gender-specific programming;
children of substance abusing parents; methamphetamine, ecstacy, or club drugs; underage or binge
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drinking; workplace subgance abuse focused on young adults; and drug misuse among the ederly
population. SAMH SA/CSAP will build on knowledge already gained through existing programs,
such as the Workplace Managed Care Program which showed prevention strategies effective in
reducing the incidence and prevalence of substance abuse in the workplace and managed care
settings. For example, while final results are not yet available, preliminary GPRA data show an
increase of 44.7% of parents with a negdive atitude toward substance use; a 40.9% increase in
perceived risk among children aged 9-14 and a similar increase of 40.5% among children aged 6-8.

CSAP dso will continue to support prevention interventions in early childhood through the
Strengthening Early Interventions by Integrating Behavioral Health Services program, an extenson
of its successful Starting Early/Starting Smart (SESS) program. The SESS program is a unique
public/private collaboration to test t he effectivenessof integrated mental health and substance abuse
prevention and treatment servicesfor childrenup to sevenyearsold andtheir parentsand caregivers.
The accomplishments, systems implemented, and lessons learned from the SESS program will be
epecially useful in supporting this type of imovative approach. For example, SESS has reached
about 3000 children and families with an astounding 78% retertion rate over the last three years.
Early results show postive trendsin physica health, behavior, and socia and emotional functioning,
aswell asimproved collaboration acrossprivate and public agencies. Overall peformance on SESS
GPRA measures shows better physica health, behaviora health, and cognitive development for the
intervention groups thanfor the comparison groups.

Expected outcomes of this new effort include: improved ddivery of behaviora hedlth services,
improved quality of behaviora health services; the identification of early childhood models for
effective preventive servicesin an integraed system.

Identify Best Practices
Another component of CSAP s KD efforts

addresses the significant gap in assistance to
local communitiestoimplement scientificdly-
defensible, effective substance abuse
prevention programs CSAFP's objectives are
to identify and replicate mode prevention
programs, and to significantly increase the
number of communities implementing
science-based prevention programs.
Scientificaly-defensible programs are well-
implemented, well-evaluated and produce
consstent positive results.  Such programs
are often adapted to meet the specific needs
of the target population and the local social
and cultural environment.

“Rocky” Anderson, Mayor of Salt LakeCityin
his keynote address at a conference ertitled
“Working Together for Better Outcomes: New
Strategies for Dealing with Drug and Alcohol
Abuse and Drug-Related Crime” in December
2000, recognized the value of CSAP's efforts
to identify best practices by announcing the
city decisionto provide financial support for an
NREPP model program in the Salt Lake Gty
school digrict.

The FY 2002 budget continues support for the National Regidgry of Effective Prevention Programs
(NREPP) which idertifies model prevention prograns. The Registrybegi nswithanexpert consensus
review of source documents solicited from the prevention field. The areas for search include
programs identified by other Federal agercies (eg., NIDA, NIAAA), Stae and local governments,
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univergtiesandfoundations. Upon identification, programsarereviewedfor bothscientific credibil ity
aswell asdemonstrated effectiveness. InFY 2001 SAMHSA will haveidentified 20 new model drug
abuse prevention programs. The twenty new programs complement 19 programs previoudy
identified in FY 2000. These models represent considerable diversity as to program outcomes
(tobacco, dcohol, multi-drug prevention, steroid prevention, violence prevention, risk and protective
factor modifications) and program strategies (individually-focused and community/environment aly-
focusad interventions).

Dissemination

39 Models Have Been Identified to Date (April 2001) SSAIPS _Kn0W|§d§e
Model Example: Child Development Project ffpptlsc'atllodn ] (ad )
- Reduced new cigarette smoking by 75% effortsincluae broader

dissemination and
adoption of effective
substance abuse
prevention programs
and strategies. What
works in preventing
substance abuse iswell documented. The successful key to this piece of the system is disseminating
information, materias, and tools needed by the public and prevention practitionersto expand the use
of science-based information and best practice models inthe Nation’s communities, condg gent with
SAMHSA' s goal to bridge the gap between knowledge and practice.

- Reduced alcohol use by 54%, heavy drinking by 73%
- Reduced marijuana use by 71% and weekly/daily use by 83%

CSAP developed a di ssemi nation website for the mode prevention programs where, with a smple
clidk, communities can access practicd, detaled information on models identified through the
Regigry. The website provides communities with the tools necessary to implement science based
programs. Through the website, communities can access staffing and training, program costs,
planning and facilities, participant recruitment, and evauation information - all to assist in program
implementation. This sitewas launched in January 2000 and over the past year averaged more than
25,000 hits per month (www.samhsa.gov/csap/model programs/).

To take advantage of technology and rapid dissem nation, CSAP hasbegun to develop the Decision
Support Sysgem (DSS), building from the modd program website. The DSS will be highly
interactive, web-based software providing free technica assstance, training and other resourcesin
al aspects of prevention. The DSS provides prevention practitioners at al levels with immediate,
direct accessto a wide range of scientifically sound prevention resources. The system provides
access to a number of prevention databases and “how to” prevention content areas, thus greetly
expanding the knowledge baseof prevention professionals at thefederal, State, and local levels. For
example, the system enables the user to conduct state- of-the-science needs assessments, select
scientificaly sound best program practicesto meet local needs, monitor service delivery andfidelity
of program implementations, access the best measures for targeted outcome indicators, and analyze
and report on program effeds and outcomes using core measures End-usa's can adapt the DSSto
their respective technological skill levels, learning preferences, and the capacities of their specific
equipment.
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For over a decade, the National Clearinghouse for Alcohol and Drug Information, (NCADI), has
served as the Nation's single point of entry in the Federal government for comprehensive,
customer-oriented i nformati onabout substance abuse prevention, intervention, and treatment. It also
servesas the response center for the ONDCP National Y outh Anti-Drug Media Campaign. NCADI
distributesSAMHSA/CSAP/CSAT, NIAAA, NIDA, Department of Education, ONDCP, and other
organizational print and audiovisual resources to the prevention, intervention, and treatment fidd.

NCADI’s PREVLINE has evol ved into atop-ranked consumer health site. ThisWeb-based service
delivers a comprehensive menu of substance abuse prevention and early intervention content to a
wide variety of target audiences, including professionals as well as the generd public. Some of
PREVLINE' s accomplishments include:

NCADI Dissemination of Substance Abuse Prevention/Treatment Material:
May 1, 2000 through January 31, 2001:

Total contacts were 4,516,230 for an average of 401,803 per month.

* InJanuary, 2001 alore, achieved almog 8 million hits; over 464,000 viStor sessions; an average
visitor session length of over 9 minutes.
» Awarded the 8" most popular consumer health site on the Web by Hot100.com in November

2000.
» According toauser survey, venty-six percen of respondents cons der the site “ above average’

PREVLINE Hits: 10/96- Present (1/01)
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CSAP will continueto partner with national organ zationsto promote model programs identified in
the Registry. CSAP provides technical assistance and information to nationa organizations which
“adopt” and promote model programs. For example, the Child Development Program discussed
earlier, was identified in the Registry aseffective in May 2000 and officially adopted and promoted
by the National Association of Elementary School Prindpals (NAESP). This naional organizaion
rai sed awareness of the project to their constituents and supported it through multiple presentations.
Current national partners usng a vaiety of models disseminated through the Registry include:

The National Head Sart Association
National Association of Elementary School Principals
National Senor Service Corps
Inner City Games Foundation
Chales R. Drew Medical School
Child Welfare League of America
National Council on Aging

Under NAESP leadership, the Child
Development Project, endorsed by the
Robert Wood Johnson Foundation, has
beenreplicated in 100 schools in 8 States.

DL U!LU!L!m,mwm

B. Targeted Capacity Expansion

Develop State and Community Capacity

Buildingon SAMHSA' s Goalsto assureservi ces avail ability and to meet unmet and emerging needs,
CSAP supports a broad Targeted Capacity Expanson (TCE) program. This next step in CSAP's
comprehensive approach helps States and communities address current and specific gaps in
availability of substance abuse prevention services and improves the quality of prevention services
provided. Programs supported under this strategy are critica to address pervasive or emerging
substanceabuse problems, to fil | current gapsinsubstance abuse preverntionservices, and to promote
science-based “bed practices’ in State and community prevention service systems.

State Incentive Grants (S Gs):

The FY 2002 request continues support for the State Incentive Grant (SIG) program. SIGs arethe
most direct existing mechanismfor trandating prevention know ledgeinto practice. The SIG program
hel psStatesandcommuniti esto implement effective prevention program model sidentified byNREPP
through SAMHSA programs, NIH programs, and foundation supported projects. Theaver agegrant
sizefor each SIG Stat eisapproximately $3.0 million per year. Eighty- five percent of program funds
are channeled to local SIG sub-reci pients which include community-based organizations, coalitions,
partnerships, local governments, schools, and school districts. A total of 40 Stateswill havereceived
a SIG program by FY 2002. Currently, SIGs have implemented more than 700 science-based
substance abuse prevention programs in communitiesacrossthe Nation. Outcomesanticipated from
this program include: statewide (as measured in the NHSDA) reductionsin past 30 day tobacco and
drug use, and binge drinking; increases in theage of first use; and increasesin perception of risk for
substance abuse; improved collaboration among State agencies; and increased adoption of science
based programs.
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According to State surveys, Massachusetts has achieved dramatic reductionsinsubstance use
among youth in grades 9-12including, decreases in alcohol use, cigarette use, marijuana use,
and inhalant use. The Single State A uthority attributes this reduction to CSAP' s programs:

a SIG, Block Grart funds, and the use of stience based nodels from NREPP.

The next step in this comprehensive approach isto help States and communities address current and

State Profile: Illinois
Awarded State Incentive Grant 1997 - 2000
Coordinates $59 Million of State and Federal Funds
Last Year - 27 Subrecipients
Systemic Change: Redirected Block Grant Funds into Science Based

r( Prevention Approaches

specific gapsin avalability of substance abuse prevention services and to improve the qudity of
prevention services provided. Programs supported under this strategy are critical to address
pervasive or emer ging substance abuse problems, to fill current gapsin substance abuse prevention
services, and to promote science-based “ best practices’ in State and community prevention service
systems.

Estimated Number of Sub-recipients, Prevention Programs, and Individuals Served
State Incentive Grants FY 1997 - 2002 ($ in millions)

1997 1998 1999 2000 2001 2002
No. of States per Year 5 14 2 7 9 3
(New/Continuations) (5/0) (14/5) (2/19) (7/16) (979) (3/16)
Cumulative No. of States 5 19 21 28 37 40
Sub-recipient Organizations 125 475 525 625 1,025 1,075
Prevention Programs 312 1,187 1,312 1,562 2,562 2,688
Number of Participants 138,437 525,841 581,216 691,966 1,134,966 1,190,784

Total Funds per Yea $150 $57.0 $63.0 $60.0 $66.0 $66.0
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HIV/AIDS Prevention:

Substance Abuse prevention is HIV/AIDS prevention - 50% of new cases of HIV infection ae
directly related to substance abuse and30% of all AIDS cases aredirectly rd aed to substance abuse
Asthe experts on subgance abuse prevention, CSA P is now bringing thisknowl edge tocommunities
to address the critical issueof subgance abuse-related HIV infectionsamong mi nority popul ations.
Epidemiol ogical datashow that HIV disease continuesto disproportionately affect AfricanAmerican
and other minority communities. Although the risk of HIV infection among users of injected drugs
iswdl known, usersof non-injection drugs such as crack cocaine, dcohol, and methamphetamines
are also at greater risk of HIV infection because drug use can affect judgnment and interfere with
communication, resulting in rikier behavior.

The FY 2002 reguest continues support for the Centers for the Application of Prevention
Technologies (CAPTs). The CAPT s, located in six regiona sites, including the Southwest border
area, comprise amgjor national resource supporting the widespread use of scientifically sound and
effective substance abuse prevention interventions. The CAPTshave beenidentified by other federal
agencies (e.g., D. of Ed, OJIDP, and ONDCP) as the best resource to provide traning for their
grantees. CAPTsare essantial partnersto the SIG program and the Drug Free Comnmunity grants
funded by OND CP. CAPT sprovidehands-on training and technica assstance to help communities
consggtently apply current research-based knowledge about effective substance abuse prevention
programs, practices, and policies. In FY 2000, the CAPTs processed 6771 requests for technical
assistance, and exceeded their GPRA target more than two-fold for assisting systemic changes. The
predominant changes were implementation of science-based programs and increased coordination.

SAMHSA, through CSAP will continueto focus efforts to prevent minors from purchasing tobacco
products. The Synar Amendment aimsto reduce the deat h and disease caused by tobacco useinthe
Unites States. To that end, the Synar program focuses on prohikiting the sale or distribution of
tobacco productsto minorsin all 50 States, the District of Columbia, and eight U.S. jurisdictionsthat
received Federal substance abuse prevention and treatment funding.

Prior to enactment of the Synar Amendment in 1996, based on community studies, youth under the
age of 18 succeeded in purchasing tobacco products from retail stores 60 to 90 per cent of the time,
Sinceimplementation of the Synar program, States have made great strides in reducing these illegal
sales, from approximetely 40 percert in 1997 to approximately 20 percent in 2000. Specifically, 24
States have achieved the overall Synar goal of 20 percent or less retailer noncompliance.
Additiondly, asaresult of every State's Synar eforts, the mgority of Americans (56.2 percent) live
in areas where access to tobacco by youth is limited. States goal is to achieve and maintain a 20
percent or lower Synar inspection rate during random checks of tobacco salesto youth under age 18.

| dentify Needs

The final piece of CSAP s integrated approach is identification of new needs that should be
addressed within the other four elements of the comprehensive system Cross-site and other
evdudionfindingsidentify bed prevention practicesto disseminateto the field, help improve service
delivery, and identify gaps in knowledge. Future programs will be designed to fill these gaps. For
example, a significant finding from CSAP’s cross-site eval uation of the Community Partnership and
HighRisk Y outh grant programs showed unarti cipated gender differencesin use ratesresulting from
thedifferent prevention strategies. Highlighting the need for gender-specificinterventions, CSAPhas
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incorporated theseinterventionswithin the Community Initiated I ntervertion (Cl1) program. TheCll
program hasal so been usedtoaddr essother emerging preventionneeds, including programs tar geting
older adolescents and young adults. Increased usage rates are reflected in data from the National
Household Survey. Thereis also a need for ethnicdly and culturally relevant prevention programs
at critica trangition points throughout the lifespan.

Another areaCSAP hasidentified for attentionisthe lack of fetd alcohol syndrome and fetal dcohol
effects (FAS/FAE) programs in communities impacted by this problem. In FY 2000, CSAP
supported five State grants designed to support statewide prevention and treatment efforts. The
efforts of the five States will serve as valuable test models regarding the efficacy of comprehensive
statewide prevention and treatment programs targeting FAS/FAE problems. InFY 2001, CSAP is
expanding efforts to identify and disseminate effective prevention models.

Inaddition, SAMHSA isworking toaddressproblemsassociat ed with under age dcohol useand ad ult
alcohol abuse. These programs focus on issues such as acohol availability, advertising, school
programs, media education, public awareness and education, violence, college/binge drinking,
responsble hospitality, community outreach, drinking and driving, alcohol and prescription druguse,
and prevention policies. CSAP efforts reduce underage alcohol use and adult acohol abuse by
developing knowledge, helping States and providers apply research findings to practice, educating
the public, collaboraing with and supporting the efforts of other agencies, and providing technical
assistance and/or other information to substance abuse prevention prectitioners. In 2001, CSAP
collaborated with the National Institute on Alcohol Abuse and Alcoholism (NIAAA) onanumber of
prevention projects targeted to youth, young adults, and college students.

To address underage drinking at the national level, SAMHSA supports a multi-year public-
private partnership entitled L eadership to Keep Children Alcohd Free. Itspurposesinclude:

. Educatethe public about the incidenceand impact of early alcohol use by children 9-15

years of age.

. Energize the public to continualy address this issue in families, schools, and
communities.

. Focus policy makers and opinion leaders on the gravity of the problem.

. Include reduction of underage alcohol use asanational priority.

. Engage all Governors spouses to be state and national spokespersons for this issue.

FY 2002 Priority INVESIMENTS . . . . . o oo e et e e e e e e e e e e e e e

SAMHSA plansto use $32.2 million available in the discretionary funding base to support 83 new
and competing grants. T hese resour ces are available within the substance abuse prevention grant
portfolio asanumber of projects concludein FY 2001. Over the coming year, CSAP will continue
to consult with its partners and sakeholders to assurethat available resourcesare directed to meet
the most pressing needs of the substance abuse prevention community. The programs proposad for
funding below reflect the current professional judgement of theagency and its partnersregar ding the
most pressing program needs for FY 2002. CSAP plars to use available resources primarily to
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expand servicesfor existing programs, including allocating $10.5 millionfor threenew Stat elncentive
Grants as 3 projects conclude. This program continues a long and successful higory of
collaboratively working with the Statesto promote and inprove prevention systemsand services at
the State, substate and local levels.

In addition, the budget includes $5 million for new Comnunity Initiated Intervention (CII)
Cooperative Agreements. The Cl | programis a critical tool for identifying and filling critical gaps
in prevention services throughout the country. While the prevention field cortinues to devdop
effective interventions, many of these have not been tested with populations other than those for
which they were originaly developed. The CII program expands proven prevention practices into
diverse settings and populations. Thegrantees select and adapt prevertion intervertions that meet
the specific prevention needs of the local target population. The CIl program enables commurities
to incorporate recent research findings, such as the need for gender-specific interventions, and
address emerging trends, such as substance abuse among the ederly. As more dtes implement
prevention programs, cross-Ste evaluations yidd moredata onwhat worksfor varying populations
and under what range of circumstances. This information augmentsthe prevention knowledge base
and assists other communities in addressing their own prevention needs. At thislevel, wewill fund
20 new grants supporting substance abuse prevention programs around the country.

CSAP ds0 plans to develop effective HIV/AIDS modds integrating subgance abuse and HIV
prevention findings from previoudy funded programs. A $13.8 million effort, funding 75 sites, will
concentrate on institutionalizing servicesthrough the established prevention infrastructure created
by the SIGsand CAPTS. These supplementd grants will enable SIGS to support services while
CAPTssupport training and dissemination of effective programs. Program funds will target those
communitieswith high prevalence rates and lack of prevention services. Emphasiswill be placed on
training community residents to provide intensive outreach services for hard-to-reach populations.
Thisis acritical need inthe comprehensive strategy aimed at the health emergency in communities
of colorandcongdersthe Adminidration’s plan to increase thenunmber of community health centers
in underserved communities. Expected outcomes include reduced substance-abuse related HIV
infedionin targeted communities, improved accessto substance abuse and HIV prevention services
among hard to reach populations, and increased knowledge of HI'V and substance abuse prevention
issues among providers and community residerts.

The grant portfolio includes $2.2 million to fund 6-8 sites to adapt the Strengthening Early
Interventions program to expand and integrate the most promising and successful SESS strategies
and methods in new venues. These will include Early Head Start and fath-based early childhood
programs, reaching a broader audienceof underserved high-risk young children and families. Also,
$0.7 million will be available within the High Risk Y outh program.
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Funding for PRNS during the last five years has been as follows:

Funding FTE
1997 $155,869,000 —
1998 $157,000,000 —
1999 $162,800,000 —
2000 $146,705,000 —
2001 $175,013,000 —

Rationalefor the Budget Request . . . . . ... oottt

The FY 2002 President’ sBudget request continues this program at the 2001 level.
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SUBSTANCE ABUSE TREATMENT

Overview
2001 Increase Increase
2000 2001 Current or 2002 or
Actual  Appropriation Estimate Decrease Estimate Decrease
PRNS ......... $214,390,000 $256,315,000 $256,122,000 +%$41,732,000 $296,122,000 +$40,000,000
Block Grant ... 1,600,000,000 1,665,000,000 1,665,000,000 +65,000,000 1,725,000,000 +60,000,000
Tota ..... $1,814,390,000 $1,921,315,000 $1,921,122,000 +$106,732,000 $2,021,122,000 +$100,000,000

Changing the Conversation

Vision Statement: We envision a society where people with alcohol or drug problems, peoplein
recovery, and people at risk for these probems are valued and treated with dignity and where
stigma, accompanying attitudes, discrimination, and other barriers to recovery are eliminated.
We envision a society where substance abuse and dependence is recognized as a public health
issue, a treatable illness for which individuals deserve treatment. We envision a society where
high-quality servicesfor alcohol and drug problems are widely available and where treatment is
recognized as a specialized field of expertise.

The problem of substance abuseand dependencehas long troubled the Nation, reflecting conflicting
concerns for public safety, moral values and health. Advances in science have reshgoed our
understanding of addiction and have created an array of effective behavioral and pharmacological
interventions, but as the tablesbelow indicate, there are more peoplein need of substance treatment
(including alcohol) than are able to access it. SAMHSA'’s Center for Substance Abuse T reat ment
initiated Changing the Conversation: A National Plan to I mprove Substance Abuse Treatment
(NTP) to build on recent advances in the field, to bring together the best thinking about improving
treatment, and to make recommendations to translate these ideas into practice.

Studies show that, with trestment, primary drug use deaeases by nearly 50%. In addition, with
treatment, reported acohol and drug-related medical visits decline by more than 50%, criminal
activity decreasesby asmuch as80%, and client financial self-sufficiencyimproves(e.g., employment
inareases, welfare receipt and homel essnessdecling (NTIES, 1997).

Estimated annual spending on substanceabuse
prevention and treatment in 1997 was $11.9
billion. Of this amount, public spending
accounted for $7.7billionor nearly two-thirds,
compared to 53% in 1986 (McKusic, et al.,
2000).

Cost of Substance Abuse Prevention & Treatment
Public Pay vs Private Pay

$7.7 billion

Through the NTP, CSAT intends to respond
to these factsand to arange of nationa plans
and initiatives concerning subst ance abuseand

|:| Public Pay |:| Private Pay
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hedlth, including The National Drug Control Strategy goals for better treat ment and Healthy People
2010. Five Expert Panels (Closing the Treatment Gap, Reducing Stigma and Changing Attitudes,
Improving and Strengthening Treatment Systems Connecting Services and Research, Addressing
Workforce Issues) representing adiversity of knowledge, experience, and views considered previous
studies and recommendations, then focused on what should be done next. CSAT sponsored a series
of six public hearings around the country.

FY 2002 budget proposals incorporate the collective vision of the participants in the NTP
“conversation” over the past year. The FY 2002 budget will: provide an increasing level of funding
to support the substance abuse treatment services needs of States, tribes and tribal organizations,
towns, cities, and other locd entities, provide substance abuse treatment services to criticaly
underserved popul ations, wherever they exist; and returnformer substance abusersto full health and
to amore productiverolein ther families the workforce, and society.

Programs of Regional and National Significance

While trest ment isknownto beeffective, agap inthe avalability of treatment continuesto exig. For
adolescents, the gap is composed of both a lack of treatment services and a treatment sysem il
equipped to address many of the problemsunique to thispopulation. For women, the gap istypicaly
an issue of the need for residentia treatment services and accompanying services for infants and
children. For those affected by HIVV/AIDS, the problem istheneed for full integrationof savices for
substanceabuse, mental health, primary careand prevention. Theseareonly someof theissuesfacing
the substance abuse treatment community and the nation as a whole.

The problem of alcohol and illicit drug use is 0 widespread and deeply embedded in the United
States that the health care, law enforcement, and crimind justice systems are overwhelmed. To
address these probems effectively requires that we mobilize all the resources available in our
communities, including effective community coditions and faith-based groups. In 1993, CSAT
initiated a special program to address the inclusion of clergy and other fath leaders in an effort to
reduce substance abuse and the problems associated with it. The programmatic approach was to
devel opacurricuumto provide necessaryinformationand education about illicit drugs, alcohol, and
tobacco dependency, the major premise being that informed and educated clergy and religious lay
personsare ak ey to securing and sustaining theinvolvement of thefaith community in addressing the
many problems associated with substance abuse. CSAT has continued to sponsor this and other
activities to facilitate the involvement of the faith community in substance abuse treatment. Thisis
just one example of ongoing activities involving faith-based organizations.

Substance abuse treatment has been shownto be effectiveif the right mixture of treatment resources
(i.e., providers, modalities, services etc.) isutilized. In FY 2002, CSAT will continue to work
towards the development and implementation of successful substance abuse treatment services in
order to reduce the number of substance abusers and the health costs associated with drug use.

Children/Adolescents: Most communities suffer from fragmentation of services for children and
adolescentsand have extreme shortages of available substance abuse treatment and support services
for children/adolescents and their families. Adolescents are one group which is sgnificantly
underserved, with only 20 percent of those in need of substance abuse treatment servicesableto
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receive them. Furthermore, evaluations of CSAT adolescent treatment programs have presented
findings on the berefits of subgance abuse treatment for this population. The Cannabis Y outh
Treatment (CYT) program evaluated five outpatient treatment protocols and found that all were
sgnificantly better than exigting practices. Prior to this sudy, 80% of adolescents trested in
outpatient settings had post-treatment outcomes ranging from decreasing use by 15% to increasing
use by 10%. The CYT programreported decreasing use an aver age of 31%. Major preliminary
findingsfromthe Juvenile/Crimind Jugice Na&work Program wer e that for adolescents, treatment
networks (i.e. socid services, education, juvenile justice, primary care) were more effective in
providing treatment to older teens (15 years of ageand older) and to those arrested for drug related
offenses.

The FY 2002 request proposes adding $14.0 million in new efforts to increase substance abuse
treatment services for childrer/adolescents, integrating these services within the existing broad
spectrum of services and support. This spectrum includes juvenile justice, school systems primary
hedthcare, mental health treatment, child protective services, foster care and other related systems.
Thisinvegment will provide agespecific treament services to includeearly intervention services for
youthwho areusing but not yet addicted to al cohol anddrugs. Of thisamount, $8 millionisreserved
for youth residentid treatment.

HI1V/AIDS: The Congressional Black Caucus has earmarked fundsspedficdly focused on enhancing
and expanding substance abuse treatment services related to HIV/AIDS in African-American,
Hispanic, and other racia/ethnic minority communities. Current efforts total $53 million. CSAT
supports services to 101 grants to expand subgance abuse treatment and HIV services and dreet
outreach to anumber of racial and ethnic communitiesin 22 Statesin FY 2000 with various high risk
population groups. These programs, in a relatively short period of time, have realized substantial
success in securing access to subgance abuse treatment services, increasng the early access to
HAART (Highly Active Antiretroviral Therapy), reducing recidivism, and reaching out to chronic
drug users through street outreach programs. In FY 2002, CSAT will continue to fund these
programsand focus on population groupswhich continueto have lowratesof utilization of substance
abusetreatment, mental health and primary care services and areover representedamong those with
multiple risk factors for HIV infection based on high risk sexual and drug using behaviors. These
include adolescents, particularly African American and Hispanic, men who have sex with men, and
former inmates of the correctional sysem.

Women: Women are served under a variety of CSAT programs and have been characterized by
histories of severe substance abuse, co-occurring mental disorders, historiesof physical and sexual
abuse, and involvement with the ariminal justice and the dhild protection systems. Preliminary
findings from the Women's programs show that 56% of al women treated, and 70% of those who
stayed in treatment at least 6 months, were abginent for the 6-month period after treatment. In
addition, womenwhoreceived help withtrangtional housing and who att ended self-help groupsafter
treatment weremorelikely to remain absti nent. Existing empirical dataconfirmthat acomprehensve,
integrated services approach is effective in treating this population. CSAT continues to fund
programsfor women throughthe Targeted Capadty Expansion (TCE) grant program aswell asother
initiatives, such asthe Women, Co-Occurring Disorders and Violence Study.
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American | ndian/Alaska Native: WhilesomeAmericanl ndiavAlaskaNative (Al/AN) communities
have been very successful in competing for treatment funding from CSAT, many have not. In FY
2000, 21 TCE grants ($19.3 million) served AI/AN communities, yet, this population remains
sgnificantly underserved. The National Household Survey on Drug Abuse (NHSDA) indicates that
the Indian population demongrates the greatest illicit drug use of al racia/ethnic populations.
Jurisdictional differences between tribal and state government often result in a lack of gppropriae
resources for this population.

In FY 2002, CSAT will continue an American | ndian/Alaska N ative Community Planning program
beguninFY 2001. Thisprogram will provide support for tribal community planning and consensus
building. Thesegrarts will enable redpients to obtain assistance in developing plans for providing
substance abuse treatment within their local communities. The plans will describe how tribal
governments, organizations providing a range of hedth and social sevices to urban Indian
populations, and other community organizations will work together to deliver substance abuse
treatment and integrae that treatment with HIV/AIDS prevention and treatment, mental hedalth,
primary care, and social services.

Criminal Justice: The U.S. rate of incarceration has grown at a decade long rate of aout 7% a
year, and drugs are implicatedin the incarceration of 80% of the peopleinjail. Dr. Hary K. Wexlar
and his colleagues dudied recidivism outcomes for offenders who recelved trestment while
incarcerated and then recaived additional treat ment and aftercare inthecommunity. They found that
threeyearsdterreleasefromprison 27% of offenders who receivedin-prisontreat ment and treatment
after prison had recidivated, while 75% of offenders in the comparison groups had gone back to
prison. Other studies have shown similar results.

In FY 2001, an interagency effort was begun by the Department of Labor, Department of Judice,
CMHS, and CSAT. Called Development of Comprehensive Co-Occurring Treatment Systems for
Juveniles and Adults Reentering the Community from Prisons, Jails, or Detention Centers, the
purpose of the CSAT fundsisto enable communitiesto provideeffective substance abuseand rel ated
services for those people returning to their families and communities. This will include the
development of system linkages and referral resources, increased treatment capadty, and ancillary
servicessuch asasessment, case management, education, and aftercare. InFY 2002, SAMHSA plans
to provide an additional $6 million targeted to teens and young adults being released from the
juvenile/aimind justice sygem.

In FY 2002, CSAT plans to expand by $10 million, funding to Adult, Juvenile and Family Drug
Courts. Drug Courts cortinueto expandrapidy around thecountry and areseen as aneffective way
to help drug usersregain control of their lives while reducing the overall cost to the taxpayers. For
example, it is now thepolicy in the New Y ork court sysemthat dl personsinvolved with the courts
should be provided treatment when appropriate, and drug courts are seen asthe primary tool. The
problemisthat while drug courts haveexpanded dramatically throughout the country (thereare now
morethan 700), there hasnot been a concurrent expansion in the avail abil ity of treatment resources
for these courts and the communities they serve. The most glaring funding shortage for drug courts
is funding for dinical intervertions.
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Homeless: In response to concerns that substance abuse among the Nation' s homeless population
remains a serious problemthat requires additional attention, and tha exiging addiction servicesare
not adequately addresd ng the unique needs and life circumstances of homeless persons, in FY 2001,
CSAT initiated a$10 million Addictions Treatment for the Homeless program. An estimated 25-40
percent of homeless people need programs to help them recover from drug and alcohol abuse
illnesses. SAMHSA'’sgoal isto enhance and strengthen substance abuse treatment within a seamless
system of savices (i.e, primary care, mentd health, housing, and other socid services) for this
population. InFY 2002, CSAT intendsto increase treatment funding for the homeless by $4million
and continueto focus on connecting the systemswhich arecritical for the success of substance abuse
treatment.

Co-Occurring: Peoplewith co-ocaurring addictiveand mental disorders arealargeand significantly
underserved population. Based on the Epidemiologic Catchment Area (ECA) survey and the
National Comorbidity Survey, about 10 million people in this country will have a least one
diagnosable mental disorder and one co-occurring substanceabusedisorder inanyyear. Paientswith
mentd, drug, or alcohol disorders appear in both systems and often are missed or mis-diagnosed.
Because many people with co-occurring disorders are homel essor areinvolved in the criminal judice
sysgem, CSAT, through the National Treatment Plan, strongly recommends a “no wrong door”
strategy to ensure effective and appropriate care for all individuals. InFY 2002, CSAT plansto
continueeffortsfor thispopulation through the TCE grant program and T reatment M odelsfor People
with Co-occurring Substance Abuse and Mental Health Disorders.

Opioid Treatment: SAMHSA/CSAT and the Food and Drug Administration (FDA) have
collaborated over the past three years to trangtion DHHS oversight of methadone and LAAM
treatment programsfrom FDA to CSAT. Thefina rulewas published January 17, 2001. CSAT and
FDA have continued to facilitate the trangtion of responsibilities and activities. Until the rule
becomeseffective, CSAT will continueworking with FDA and the State Methadone A uthorities to
facilitae the change of responsibilities In FY 2001, implemertation of the national accreditaion
systemfor opioid treatment programs will begin and will accelerate inFY 2002. CSAT istaking a
leadership role in working with key medical organizaions and State licensing boards and narootic
drug control authorities to assure consistent, quality opioid treatment, and plans to train 4,000
physicians by the end of FY 2002 CSAT continues to move ahead with its effort to develop
treatment guidelinesand aphysician training curriculumin anticipation of new treatment medications,
such as buprenorphine and buprenorphine NX. Thefirst pilot presentation of the CSAT curriculum
was at the American Association of Addiction Psychiatry Conferencein December, 2000, where 100
physicians completed the education class.

Training and Technical Assistance: The National Treatment Plan identified the need for training
and technical assistance effortsthroughout the five pands Some of the recommendati ons from the
NTP were already in place. CSAT will continue to fund Addiction Technology Transfer Centers
(ATTCg) at the FY 2001 level of $7 million to ensure those working in the treatment field have
access to the most current knowledge needed to provide effective treatment services. The ATTC
program is multi-disciplinary in scope, encompassing addi ctionscounseling and a minimum of three
other related disciplines such asmedicine, nursing, social work, marriage/familytherapy, and criminal
justice. The ATTCs also provide traning of treatment providers in areas such as cultural
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competence, assessmert, and monitoring processes. The current network of 13 geographically
disbursed ATTCs covers 39 States, the Didrict of Columbia Puerto Rico, and the Virgin Islands.

The purpose of the technical assistance activities supported by CSAT isto promote thetranger of
knowledge and assist granteesin the development and implemertation of the programs. Thereare
technical ass gance contractswhich support the discretionary grant programs such asthe Targeted
Capacity Expansion program, the Exemplary Treat ment Models programs for Adolescents and Co-
occurring populations, and the M ethamphetamine Treatment program. These contractsprovidesuch
support as consultation, data and analytic activities, development and implementation of training
activities, and development and evaluation of program productsto granteesin order to advance the
utilization of the most recent research and findingsinthe fidd of subgance abusetreatment.

Other: Other discretionary activities planned for continuation in FY 2002 include the Practice
Improvement Collaboratives, the RecoveryCommunity Support Program, Community Action Grants,
and a new activity, Services I ntegration and Development of Systems of Care - State | ncentive
Grants. These program activities are discussed in further detail in the PRNS section. In addition,
thereare several mgjor eval uation studiesand knowledgetransfer activitiesin process. Theseinclude:

. Persistent Effects of Treatment Studies (PETS) - A primary set of follow-up studies
evauating the long-term effectiveness (up to 36 months) of substance abuse treatment
services.

. Knowledge Application Program (KAP) - The means by which the knowledge devel oped
through a broad array of CSAT-sponsored activities (including grants, cooperative
agreementsand contracts) isrecorded and/or devel oped, transformed into products, marketed
and disseminated to substance abuse treatment professionals, professionals in related fields
and consumers. Examples include the Treatment Improvement Protocols (TIPs), CSAT by
Fax, Substance Abuse in Brief.

. National Evaluation Data Services(NEDSI ) - Coversthree different yet highly compatible
and interlinked data activities: (1) GPRA data pooling, analyss and reporting; (2) stae
administrat ivedata system development, data acquisitionand pooling, and analysisusing web-
based technology; and, (3) secondary analysis of existing data resources.



Programs of Regional & National Significance
Program Distribution of Funds
(dollars in thousands)

FY 2000 FY 2001 FY 2002

Substance Abuse Treatment:
ChildreWAdolescents . . .................. $16,502 $15,923 $33,988
HIVIAIDS . . ... 44,982 57,187 59,187
Women ... 25,201 24,879 28,979
American Indian/Alaskan Native ........... 25,658 27,002 23,250
Criminal Justice . .............. ..., 7,861 15,076 23,372
Homeless. . ........... oot 2,015 13,130 16,000
CoOcCeuUrring ..o oo 7,058 9,457 7,575
Opioid Treatment ....................... 9,294 10,175 11,281
Training & Technical Asdstance ........... 15,178 12,249 14,059
Other ... 60,641 71,044 78,431

Total .......... .. ... ... . ... $214,390 $256,122  $296,122

Block Grant and Formula Grant Programs
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Substance Abuse Prevention and Treatment Block Grant (SAPT Block Grant): The President’s
request includes an increase of $60 million for the SAPT Block Grant in FY 2002. The 4,800
additional personsserved with block grant funding, together with persons served by proposed PRNS
increaseswill direct much needed resources toward redud ng the drug treatment gap of 2.9 million

persons.

Persons Served with SAMHSA/CSAT Funding

FY 2000 FY 2001 FY 2002
PRNS
PersonsServed ............. 67,199 83,474 95,217
Numberof Grants ........... 376 472 526
SAPT Block Grant ...........
PersonsServed ............. 330,970 337,390 342,194
Numberof Grants ........... 60 60 60
Total PersonsServed . . ....... 398,169 420,864 437,411
Total Awards . ............. 436 532 586



114

Center for Substance Abuse Treatment
Budget Mechanism Tahle

(Dollats i Thousands)
FY 2000 FY 2001 FY 2002
Actual Appropriation Request
Mo. Amount Mo. Amount Mo. Amount
Programs of National and Regional Significance:

Crants/T ooper ative & ore emments:

ot iaatiori®. oo 216 499,875 264 4117,8649 327 4132,043

NewfCompetifn g oo e, 156 (9,293 208 72,696 199 a7,342

Supplements. 4 223 --- --- --- ---

Subtotal iTth 163,396 472 190,565 526 229,345

Contracts:

ot aatiotis. e 12 35,640 g 33,0049 ] Lga22

T e a0 13,4510 112 29154 g 4,050

Techrical A ssistarice. oo e 21 437 M 1,465 N 1,265

Bewmiew Cost. e 26 1,467 32 1,925 48 2,500

Subtotal 1649 0,994 233 f5,557 162 Bh,T37

Total, PRINS... 545 214_390 705 256,122 il 296,122
Substance Abuse Block Grant...... oo 60 1,600,000 60 1,665,000 el 1,725,000

{Block Grant Sef-aside: Mon-add) ... — foe S FE PER AT FE P
TOTAL, CSAT 605 1,814,390 w5 1,921,122 748 2,021,122
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Center for Substance Abuse Treatment
Programs of Regional and National Significance (PRNS)

Authorizing Legidation - Sections 509, 514, and 1971 of the Public Health Service Act

2001 Increase Increase
2000 2001 Current or 2002 or
Actual  Appropriation Estimate Decrease Estimate Decrease
PRNS ......... $214,390,000 $253,815,000 $253,622,000 +%$39,232,000 $278,622,000 +$25,000,000
SAT Svcsfor
Child & Adoles . ........ — 2,500,000 2,500,000 +2,500,000 16,500,000 +14,000,000
Datalnfrast ............ — — — — 1,000,000  +1,000,000
Total ........ $214,390,000 $256,315,000 $256,122,000 +%$41,732,000 $296,122,000 +$40,000,000
2002 AULhOMZation . . ... . Such Sumsas Necessary

Purpose and Method of Operation . . ...... ... .. i

Public Law 106-310, the Children’ s Health Act of 2000, October 17, 2000, reauthorized SAMHSA
programs. Among the many aspects of the law, it amends or repeals entirely several older
discretionary programs and estallishes a new discretionary authority for the Secretary to address
priority substance abuse treatment needs of regiona and national significance. This approach
provides the Secretary flexibility to respond to the needs of people in need of substance abuse
treatment. Three separate types of activities are authorized under the new law: (1) knowledge
development and goplication projectswhich are used to deved op more information on how best to
serve those in need; (2) training and technical assistance to disseminate the information knowledge
development; and (3) targeted capacity expansion prograns which enable theagency to respond to
service needs in local communities. Al addressed is the importance of the interface between
substance abuse treatmert services and primary cae.

K nowledgedevel opment and application projects. Themissionof CSAT istoensurethat peoplewho
suffer from subst ance abuse problems get the most effective treat ment services available, when and
wherethey need them To this end, SAMHSA focuses on bridging the gaps between federa and
Stateneedsand resources, betweenresearch and practice; betw een subst ance abuseprofessondsand
their counterpartsin other social services sygems; and, most importantly, between the drug addicted
individual and drug treatment services. Theobjective of the National Treatment Plan (NTP) process
is to stem acohol and drug use and abuse by fostering ongoing improvement in the quality and
availability of treatment services for substance abuse and dependence.

The NTP process will facilitate States, counties, cities and local communities to build on recent
advancesinthe fidd, by bringing together the bed ideas about improving treament, and through
identification of action recommendations that can translate theories into practice. Substance
abusing/addicted persons presert in a wide variety of human services health, or justice system
settings. Although progress has been made inthe development of integraed sygemsto identify and
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providetreatment for substance abuse, most communities and Stat es need further development and
integration of their systems of care to deliver services in a comprehensive, timely, and effective
manner.

Multiple barriers, asshown in thefigure below, impede accessto substance abusetreatment services,
including individua, socid, organizational, and financid barriers. Individual barriers may include
denial of the disorder by the client or lack of recognition of theclient’ s problem by other health care
workers. The need for transportation to the treatment ste, child carewhile a@tending treatment, or
the need for a Spanish (or other language) speaking treatment provider are examples of social
barriers. Inaddition, some personsin need of treatment may not beable to affordit, or may not have
insurance coverage that is adequate for individual treatment needs.

The findings and recommendations of the Nationa Treatment Plan emphasizethebenefit of multiple
systems working togethe to ensurethat gopropria e effective care is available to all individuas in
need of treatment. Based onthe “every door aright door” approach, no matter wherein the human
services, hedth, or justice sysems an individua presents, hisher acohol or drug problem will be
appropriately identified, assessed, referred, or treated.

Effective treatment and
the wise use of
resources require a
commitment to improve
the quality of care.
Treatment programs

UNTREATED
Substance

Abuse
More than 13 Million

. . - Access/Inter -System Linkages] must imorporate new
Societal, Organizational . .
and Individual Barriers to research results in ther
Tre_a:)n;ellil;l - H Financing/Resource Allocation treatment pr. aCti ces,

- Stigma H Quality Care and implement quality

Outcome Measures | mpr ovement SySt ems

TREATED
Substance
Abuse

and performance
standards, and employ
well-trained staff.
Practice concerns must
hep inform the NIH
research agenda, and
new knowledge must move swiftly and effectively from research into application. Thisinteractive
process shoul d establi sh evidence-based practi ces, treatment and management standards, performance
measures and qudity indicators aswell astraining programs for staff.

Approximately
3 Million

The National Treatment Plan process identified a number of priorities to improve substance abuse
treatment quality:

. establishing a system to connect services and research, which has asitsgoal the provision of
treatment that is based on the best research evidence;
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. developing commonly accepted gandardsfor the treament field, which include evidence-
based standards for quality of care and practices that apply to al systems and payors;

. achieving consensus on critica data eements to measure quality of care and treatment
outcomes for payors and providers;

. establishing standardsfor education, training and credentialing of all treatment professionals;
and,
. attracting, supporting and maintaining a competent, diverse workforce, responsive to the

client population.

CSAT sunique Practice Improvement Collaboratives (PIC) programisavery practicd efforttohelp
community-based providersimprovethe quality of subsance abusetreatment services. Community
partnerships are formed for the purpose of implementing evidence-based practices in community-
based organizations. Each collaborative supports the implementation of best practices, evaluaes
different methods of implementation, involves multiple partrers in seting and carrying out a
knowledge adoption agenda, and serves as an ongoing resource for practice improvement neeads of
community-based treatment providers Systems tha promote consistent communication and
collaboraion among service providers, academic institutions, researchers and other relevant
stakeholders, have been found to be most successful when they focuson theinterdependent functions
of knowledge developmert, transfer and application — emphasizing application in practice.

Knowledgedevel opment programs addresst hedet ermination and documentation of quaity treatment
standards. CSAT has sponsored the development and refinement of a number of treatment protocol
manuals for different target populations (e.g., methamphetamine users, adult marijuana users,
homeless persons experiencing problemswithal cohol and drug use, adolescent marijuana use's) for
community based providers. Smilarly, NIDA and NIAAA have sponsored the devel opment of such
manuals for treatment of opiate, cocaine, and alcohol dependence, but these must be moved into
community based provider organizations to be effective. As part of the research to practice cycle,
the effectiveness of these treatment protocols needs to be further examined within an expanded set
of treatment programsusing astandardized out comesmonitoring approach. Treat ment protocolsand
standards setting mug be a collaborative process, involving all relevant stakeholders

The standards will support treatment that responds to the unique needs of individuals and families
fromdifferent popul aiongroups, that isclient-cent ered, r espect ful and empoweringtotheindividual,
and free from the stigma often associated with a cohol and drug problems. Standards will be based
on the best evidence, and provide for continuing improvement. At the same time, the design of
standards and qudity assurance and improvement systens mug incorporae consideration of
implementation costs.

Training and technical asg gance to disseminatethe information through knowl edge devd opment:
The objedive of providersin thefield to guaranteedel ivery of optimumcare, together with therecent
connection between provider reimbur sement and education levels, cdls for aforma strategy and
defined standards for training subst ance abuse treatment staff. Through operation of a network of
Addiction Technology Transfer Centers(ATTC), CSAT promotes anNT Pgod of attracting, training,
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supporting, and maintaining acompetent, diverseworkforce, responsiveto theclient population. The
need for basic education and training standards is widely supported for new substance abuse
treatment practitioners entering in the field The field has also begun to address the need for
standards for basic and continuing education through projects such as the Addiction Counseling
Competencies. Other key workforceisauesinclude improvedcompensation, career ladders, and staff
development.

Maintaining an adequate supply of competent substance abuse treatment gaff who are trained to
practice a specified levels and who can address complex needs of diverse client groupsis criticd for
access to quality substance abuse treatment services. CSAT has been asked to help establish a
minmumworkforce data set and develop aframework for periodic datacollection, collect the data,
develop a computerized workforce database, and analyze the data by a variety of criteria.

Pervasive negative attitudes surround people seeking treatment and those in recovery. Firdt, isthe
underlying sigmaattached to people with dcohol and drug problems, peoplein or seeking recovery
and their families, significant others, and support networks. Second, is the persistent but mistaken
impression that treatment does not work. Third, is thetendency to confuse the ill ness with behavior
that may oonstitute indications, symptoms, or results of the iliness. Fnally, people with alcohol or
drug problems often suffer from additional compounding stigmas--based on race, ethnicity, gender,
sexua orientation, and other factors. States, counties cities, tribes, loca communities, and
community based organizaions have asked through the National Treatment Plan process for
assistance in addressing this issue.

Alcoholism and drug dependence are diseases and public hedth problems. The findings and
recommendations of the Nationd Treatment Plan process clearly point to the need for the
development andimplementati onof specific stigma-reduction activities, aswdl as effortsto organize
the recovery community and builditscapecity to engage in public dialogueand education. CSAT’s
current Recovery Conmmunity Support Program (RCSP) supports both goals, and includes stigme-
reduction gpproaches and modds that can be implemented by local recovery community groups and
othersinthe addictiontreatment and recovery field. RCSP goalsareto createamore accepting and
caring attitude within States, counties, cities, tribesandlocal communities, to encourage more people
to seek substance abuse treatment and accept personal responghility for their recovery, and to
disoourage substance abuse in American society.

The RCSPwill also support organizations or programs comprised of and led by people in recovery
and their family menbersand other dliesto devdop, implemert, and evduae the effectiveness of
loca stigma-reduction strategies consistent with the findings and recommendations of the National
Treatment Plan. Projects will pioneer goproaches to stigma reduction based on messages and
processestailored to the specified target audience and specific jurisdictions. Knowledge gained will
provide the foundation to develop public education materials and messages that the recovery
community and othersin the field canincorporateinto anti-stigma effortsto assist States, counties,
cities, tribes and local communitiesin their activities.

CSAT will encouragethe faith community to apply for feder a funding for treat ment projectsand fund
training-related projects to expand and enhance the knowledge and Kills of faith communitiesin
complex substance abuse and mental hedth issues, including new approaches for outreach, and
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providemedica and psychiatric referral support, and eff ective methodsto promote cooperation and
collaboraionamongthefath, substance abuse treament, and publichedthcommunities. Thishuilds
ontheresultsof CSAT’ sprior Faith-Based Project that grew out of the Target Citiesdemonstraion
program. The objectives of this project are threefold:

. Outreach--To work with religious organizations to enhance the treatment potentia within
communities,;
. Education--To work with educationa ingtitutions to increase the potentia for treatment

education among the clergy;

. Resources Allocation--To provide resources for knowledge application grantees to enhance
their ability to network, collaborate, plan, implement, and evd uate their fath community
efforts.

Targeted capacity expansion programs to respond to service needs in local communities: A report
by the Physician L eadership on National Drug Policy (PLNDP) supportsthe positionthat treatment
is effective in reducing the number of persons who are dependent on illegd drugs The
implamertation of CSAT's TCE program has helped conmunities to address the scourge of
substance abuse. TCE adtivities help to reduce the treatment gap, provide fund ng assistance to
communitieswhere there are emerging drug problems, and support rapid and strategic responsesto
the demand for substance abuse treatment services that are local and regional in nature. Examples
of this include expansion of spedalized services for women in three regions of Colorado, especidly
underservedrural areas; expangon of outpatient methadonetreatmert in the under-represented areas
of Chicago; and expansion of medical and non-hospita detoxification services in Philadelphia. InFY
2001, CSAT will award approximatdy 147 new TCEand TCE-HIV/AIDSgrants. All TCE program
announcementswill encourage applicationsfrom community and faith-based organi zations, asstudies
have shown that these organizations can be apowerful tool in hel ping i ndividuals overcome drug and
acohol addiction.

FY 2002 Priority INVESIMENES . . . . . . o oo

InFY 2002, CSAT willinved $61 million in new competitive projectsfromresourcesavailablewithin
the substance abusetreatment services program base as a number of projectsconclude in FY 2001.
Over thecomingyear, CSAT will continueto consult with its partners and stakehol dersto assurethat
avallable resources are directed to meet the most pressing needs of the substance abuse treat ment
community. The programs proposed for funding below reflect the current professional judgement of
the agency and its patners regarding CSAT’s most pressing program needsfor FY 2002.

CSAT plans to allocate a total of $5 million for the Recovery Community Support Program
(RCSP) and the Comprehensive Community Treatment Program (CCTP). The CCTPis a
program designed to allow treatment providers and other expertsin the substance abuse treatment
fidd the opportunity to identify innovative dinica and serviceddivery approachesin need of study
and devel opment.
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In FY 2001, CSAT began to develop, plan, and implement anew program, Rehabilitation and
Restitution. InFY 2002, $2.0 millioninfunding will be used to support knowledge devel opment
and systems change activitiestoward the implementation of a sophisticated, multi-system program
for substance abusing offenders. T his program will provide the opportunity for certain non-violent
substance abusing fdony offenders to: 1) recover from their addiction; 2) provide reditution to
victims and the community, by performing community service and responding to victims concerns
when appropriate; and 3) become more fully functioning citizens of the United States with the
opportunity to regain all the privileges of citizenship. The goals of this program are to improve
treatment retention and out come, reducecrimina activity which alsoreducesvictimization, and assist
program clients in becoming more fully functioning citizens.

CSAT plansto awardnewgrantsof $19 millioncomprised of Planning Grants Community Action
Grants, Practicel mprovement Cdlaboratives,and TCE. InFY 2002, CSAT will expand this
continuum of services and provide for arange of needsat the community level, all directed toward
provid ng effective drug treatment efficiertly.

This program continuum provides opportunities for the range of activities for communitiesin need,
frombringing communitiesto consensusaround ado ption of aproventreat ment model, to developing
linkages of exigting services in order to improve the quality and efficiency of delivery and reduce
drop-out and recidivism, and finaly, to support the provision of services where demonstrated need
exists.

The findings and recommendations of the Nationa Treatment Plan emphasize t he benefit of multiple
sysems working together to ensure that gppropriate effective careisavailableto all individuds in
need of treatment. Major themes throughout the NTP include the need for large scae sysems
development and integration and adopting best practices and commonly accepted standardsfor the
treatment field based on evidence and science. Such complex, multi-dimersional activities must be
ongoing processeswith careful planning, and often, staged implementation. 1n responseto thisneed,
as identified in the NTP, CSAT is proposing an $8 million reinvestment effort in FY 2002 for the
award of 8-10 State Incentive Grants (SIG) . Following theNTP, CSAT plansto consult with
State representatives, providers and other stakeholders in developing this program. The program
would be designed to provide incentivesfor Satesto takethe lead in implementing best practices
acrosstherange of NTPissues. For example, States and their partners might focus on:

. creating strong inter-system linkages among substance abuse treatment, mental health and
primary health care, criminal justice, welfare, employment and other systemsto better meet
the complex needs of persons with severe drug and alcohol problens;

. developing and strengthening a comprehensive infrastructure that attracts, supports, and
mairtains a competent, diverse workforce;

. facilitating participation of thoseinrecovery andther family membersin the planning, design,
delivery and evaluation of addiction treatment and recovery policies, systems and services,

. assessing findings developed from research and knowledge development efforts and
trandating evidence-based practices for field application.
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InFY 1999, fundswere provided with the support of the Congressond Black Caucusto addressthe
HIV/AIDS crisisexisting in communities of color. In response to thisand increasing numkbers of
AIDS cases among racial and ethnic minority populations, CSAT awarded TCE/HIV grarts to
community-based organi zationsto augment, expand and enhance substance abuse treatment services,
HIV/AIDSservices, and other infectious disease savices. Inaddition, HI'V Outreach Proj ectswere
awarded desgned to targe hard-to-reach, high risk subsance abusers with preventive health and
behavioral risk information and to fadlitate thar early entry into subgance abuse treatment. New
projects were funded unde the TCE/HIV program in FY 2000 and 2001 The startling rates of
increaseof HIV and Al DSamong recia and ethnic minority populations, the subsequent ded aration
of ahedth emergency by the Surgeon General, and current dataindicatethe HI V/AI DS hedth criss
has not abated nor has realized a demonstrable change in the epidemiology of HIV/AIDS. CSAT
plansto reinvest $23 millionin FY 2002 funding for those programsfirst funded in FY 1999. These
grantshaveengendered trust, cooperationand col laboration within communitieswherecynicism, fear
and digrugt are common and continuation of their gpecialized servicesis a necessity.

InFY 2002, CSAT planstoinveg $1 millionfor Datalnfragructure Development fromresources
available within base level funding. The Children's Health Act of 2000 authorizes SAMHSA to
provide funding to States for the purpose of developing and operating subgance abuse data
collection, andysis, and reporting sysgems with regardto perfor mance measur esincluding capacity,
process, and outcome measures. This effort will allow States to build the substance abuse trest ment
data infrastructure necessary to implement a performance based system to adlow for initiation of
PerformancePartnership Block Grants. CSAT planst o makeapproximately 10 awardst o States who
have often reported that they lack the data infrastructure needed to report performance measures.

Findly, CSAT plans to award $3 million to continue contract support for the substance abuse
treatment fiddd and community programs. Thisincludestraining agenciesand providersinthe proper
maintenance of patient records for purposes of confidentiality; community forums to develop and
support events for National Alcohol and Drug Addiction Recovery Month; and evaluation activities
of new programs for clinicd use of opioid treatments such as buprenorphine and
buprenorphine/naloxone.

Funding for PRNS during the last five years has been as follows:

Funding FTE
1997 . ... ... $155,868,000 —
1998 . .......... 155,868,000 —
1999 ........... 170,386,000 —
2000........... 214,390,000 —

2001........... 256,122,000 —
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Rationalefor the BUudget REQUESE . . . . . . o ot ot e e e e e e e e e e e e e e e e

The President’s Budget request includes an increase of $40.0 million for PRNS for an FY 2002
program total of $296.1 million, or an increase of 15.6%. All of the increase will be dlocated to
support new TCE projects, funding approximately 54 new discreionary grants. The new projects
will provide substanceabuse treatment services for approximately 12,000 persons. Increased PRNS
resources will focus on high-risk populations and high-need communities as follows:

. Treatment services for teens and young adults, including both residential and out patient
treatment ($14 million): No more than one of every five adolescents in need of treatment
services receave tham. Arecent survey in the State of Minnesotashowed that only 18% of
adolescentsin need of substance abusetreatment receive services. The majority of services
for adolescents are provided to those referred from the juvenile justice system (over 40%
according to the most recent TEDS data). This shuts out many adolescents from services
who do not devd op problems severe enough to bring them to the attention of the juvenile
justicesystem. SAMHSA’ s goal isto build the capacity of communitiesto providefor youth
and young adults (up to the age of 24) substance abusetreat ment serviceswhich are evidence
based and cost-effective, maching youth and their families with the appropriate level and

intersity of care.

Of particular focus for

adolescents and young adults is CSAT TCE Grants

aoohol and acohol abuse.

CSAT and theNational I ngitute From 41 to 336 in Four Years

on Alcohol Abuse and

Alcoholism (NI AAA) are jointly ggg:

funding a program to contribute 2200 -

to the identification and @ 150 —

development of efficacious © 100

treatment interventions and 53 i ‘ ‘ ‘ |

services to adolescent alcohol 1908 1999 2000 2001 2002

abusas and acoholics  This Year
activity is criticad because

ajol%ca]t trGImG’]t haS SO far D General Popu'ations
been experientially-based and not B HIV/AIDS

evidence-based. It is extremely
important to continue to provide
informationto the addictionfield
not only to stimulate research on adolescent treatment but to provide guidance on how to
achieve the best outcomesfor thispopulation. Thelessonslearned from current granteeswill
be invaluable to the processof moving researchinto pradice.

. Expand treatment capacity to support adult and juvenilejustice and family drug courts($10
million): When apersonisin drug treatment court they are under intense supervision, and
failureto compywiththe termsof the program, especially maeking progress in treatment, can
result inrancarceration. Drug court clientsaredisproportionat ely minority and poor, and the
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drug court modd is now the dominart court-based method for diverting these dientsfrom
incarceration to treatment. However, thereisaclear lack of culturaly-specific and gender-
gpecific treatment, causing unacceptable rates of rdapse. The Drug Court Program Office,
Department of Justice, has identified the lack of culturally specific programs for young
African-American males as a problem needing to be addressed and that juvenile treat ment
programs associated with drug courts are particularly weak. While drug treament courts
have expanded dramaticaly throughout the country, there has not been a concurrent
exparsionin the availahility of treatment resources for these courts.

InFY 2002, CSAT will expand new clinically-based treatment and rel ated services to address
the gap in available drug court treatment services The goals of the adult drug treatment
court activitieswill be to reduce substance use, improve the general hedth of minority men
and women, reduce the crime rate, and reduce the percentage of adults who are
reincarcerated. The goals of thejuveniledrug treatment court activitieswill beto reduce
substance use, improve the gereral health of juveniles reduce the crimerate, and reducethe
percentage of juvenilesput into institutions. Thegoals of thefamily drug treatment court
activitieswill be to reduce substance use, reduce the time taken for final disposition of abuse
and neglect cases, increasethepercentageof family reunifications, increasefamily functioning,
and eliminate future neglect and abuse of children.

Re-Entry Programs for adolescentsreturning from detention facilities to the community
($6 million): Thereisasubgantial shortageof treatment avail ble for adolescentsand young
persons, especialy those involved with the justice system, and well over half of adolescents
and young personsreturning from detention facilities, prisons, or jails are substance abusers
or are substance dependent. Thisisahigh need population, at seriousrisk for re-offending
and entering the adult prison system. Providing treatment may be the last best hope for
intervening with these adolescents and young persons, who are disproportionately minorities.
The Department of Justice, the Department of Labor, and SAMHSA arejointly fundinga$71
million re-entry project for FY 2001 (SA MHSA funding is $8 million). DOJand DOL aso
are requesting additional funds in FY 2002 for new Re-entry grants, and funds from the
CSAT FY 2002 requestwould be committedto new treatment effortsserving adolescent sand
young persons through age 24, as pat of the cortinuing DOJ, DOL and SAMHSA
collabor ation.

Treatment programs for the homeless ($4 million): An estimated 25 to 40 percent of
homelesspeople need programs to hd p them recover from drug and d cohol abuse ilInesses.
The goal of the homeless programis to enhance and grengthen substance abuse treatment
within aseamless system of services (i.e, primary health care, mental health, housing, and
socid services). Thetarget population includes homelessindividuals with substance abuse
disorde's or with co-occurring subgance abuse and mental disorders. This program is
intended to help communities by strengthening the treatment service infrastructure, and the
continuumof care. The FY 2002 request increases TCE - Homeless funding to $14 million.
These homeless treatment efforts will be guided by outcomes from previous
SAMHSA/CMHS/ CSAT collabor ations, the Homeless Preventiongrant program, CMHS's
ACCESS Program; and from lessons learned from NIAAA, NIDA, and other federa
homelessefforts.
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TCE programs for the general population ($6 million): To sustain momentum all projects
funded by the PRNS requested increase in FY 2002 will increase services capadty, bothto
target the special populations asoutlined above, and infuse more funding for treatment needs
of the “general” population. Previous projects, such as treatment for use of inhadants or
methamphet amine abuse, have hd ped to match urgent and emerging community needs with
federal funding. These programs provide resources to support substance abuse treat ment
services for thousands of personswho likely would not otherwise receive the care that they
need. TCE-funded programs are critical for responding to particular needs and gaps in
treatment that cannot be adequately met by the Substance Abuse Prevention and Treatment
Block Grart.

CSAT'stota TCE portfolioin FY 2002, including the above activities, will total $201 million and
will becomprised of goproximately 380 grants serving an edimated 77,000 persons.

Aspart of the TCE portfolio, a client outcome assessmert strategy will collect a uniformset of data
elements (measures) from each individual, at admission to services, and at 6 and 12 months after
admission. The outcomes (as appropriate) that will be tracked using this data are:

Percent of adults receiving services who:

a) were currently employed or engaged in productive activities

b) had a permanent placeto live in the community

¢) had reduced involvement with the criminal justice system

d) had no past month use of illegd drugs or misuse of prescription drugs

e) experienced reduced acohol or illegd drug reaed hedth, behavior, or socid
consequences, including the misuse of prescription drugs

Percent of children/adol escents under age 18 receiving services who:

a) were attending school

b) were residing in astable living environment

¢) had no involvement in the juvenile justice system

d) had no past month use of alcohol or illegal drugs

e) experienced reduced substance abuse related health, behavior, or social consequences.
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PROGRAM ACCOMPLISHMENT

Targeted Capacity Expansion Program

Preliminary Findingsand Results. Theprelimnary findingsand resuts presented hereare from
the first 41 granteesawarded in FY 1998. There are 4,912 clients included in the reported data.

Drugand Alcohol Use: Animportant objective of the grant programisto reduce theuse of alcohol
and other illegal drugs. The data show a decrease by a least 50 percent in the number of days
program dients report ugng alcohol and other illegd drugs

* Mean Number of Days of Alcohol Use
S Intake: 4.9
S 6-monthfollow-up: 1.6

*  Mean Number of Days of Alcohol Use to Intoxication (5+ drinks in one setting)
S Intake: 2.8
S 6-monthfollow-up: 0.9

* Mean Number of Days of Other Illegal Drugs Use
S Intake: 8.1
S 6-monthfollow-up: 3.5

Crimeand Criminal JusticeStatus: Another objective for TCEisto reducecriminal activity. The
number of times program cliernts have been arrested and the number of nights spent in jal have
decreased fromintake to the six morth follow-up.

*  Mean Number of TimesArrested
S Intake: 0.4
S 6-month follow-up: 0.08

* Mean Number of Nights Spent in Jall
S Intake: 2.3
S 6-monthfollow-up: 0.7

Employment: The TCE program expectsto increase the number of dientswho are employed. The
percentage of clients fully employed inareased 25 percent from intake to the six-month follow-up.
Part-time employmert increased by over 41 percent.

e Employment at intake
S Full time: 15.6%
S Parttime 8.7%

*  Employment at six month follow-up
S Full time: 19.5%
S Parttime: 12.3%
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Family and Living Conditions The TCE program also focuses on improving living situations.
Clients reported reduced stress levels, less frequency in giving up important activities, and fewer

emotional problems at follow-up compared to intake.

* How Stressful Have Things Been Because of Alcohol or Other Drugs
S Intake (extremely stressful): 18.6%
S 6-month follow-up (extremely stressful):10.3%

* Reduce or Give Up Important Activities Because of Alcohol or Other Drugs
S Intake (extremely): 15.0%
S 6-month follow-up (extremely): 6.2%

» Have Emotional Problems Dueto Alcohol and Other Drugs
S Intake (extremely): 14.8%
S 6-month follow-up (extremely): 5.7%

Housing Status The TCE program d<o expectsto improve living conditions so more clients are
living inthelr own homes someoneel ' sapartment, room, house, or halfway house; or residential
treatment. More clients reported living in a housed environment at follow-up than at intake.

* Living Mogt of the Timein aHoused Environment
S Intake: 84.3%
S 6-month follow-up: 90.6%
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PROGRAM ACCOMPLISHMENT

HIV/AIDS Outreach Program

Studies have shown that peopleat risk for HIV/AIDS because of their drug use behaviors can be
successfully engaged insubstance abusetreatment programsthrough carefully des gned public health
outreach efforts. Asreported in a special isue of thejournd, Evaluation and Program Planning,
September, 1999, resultsfrom CSAT’ sprevious Al DS Outreach Demonstration Project which ended
in FY 1997, confirmed that outreach programs were alleto effectively reach substance abusers at
highrisk for HIV infection and help them get into drug treatment programsinthe early dages of their
substance abuse histories.

An andysis of 1,675 dientsinthese previousOutreach Projeds wascompared to 3,704 subjects of
other studies. Results indicate hard-to-reach populations are more likely to enter substance abuse
treatment through participation in HIV outreach programs than clients recruited specificdly for
treatment. Even clients with criminal records with no permanent address, could be convinced to
practice less riky behavior if confronted with the risks of HIV/AIDS.

HIV/AIDS QOutreach Program:

* begunin FY 1999 to address the need for community-based projects in African-American,
Latino/Hispanic and other racial/ethnic minority communities,

» expected to effect drug using behavioral change and encourage treatment among high risk
substance abusers by successfully employing outreach techniques/approaches;

» dligible organizations had to be located in a Metropolitan Statistical Area with an AIDS annual
caserate of 20/°100,000 population or in a Satewithan AlD Scaser ateof 10/100,000 population;

» Significant accomplishments have been achieved to date:
-- conducted 89,560 individual and group contacts,
-- referred 3,957 individuals for HIV testing;
-- made 1,970 referrdsfor subgance abusetreatment.

* Program goals:

-- reduce the trangmission of HIV anong drug users by assging out-of-treament
injection drug users ( IDUs) in adopting risk reduction and safe-sex practices;

-- provide access to substance abuse treatment and health education:

-- makeavailablemedica diagnostictestingand screening for HIV, STDs, TB, hepatitis, and
pregnancy;

-- provide linkages and follow-up to medical, mental health, and socia services,

-- make outreach and follow-up services available through the use of mobile vans where
IDUs congregate and at drop-in centers,

-- demondrate efficacy of the outreach model as an intervention for fecilitating access to
substance abuse treatment.
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Substance Abuse Prevention and Treatment Blodk Grant

Authorizing Legidlation - Section 1921 of the Public Health Service Act

2001 Increase Increase
2000 2001 Current or 2002 or
Actual  Appropr iation Estimate Decrease Estimate Decrease

SAPT
Block Grant $1,600,000,000 $1,665,000,000 $1,665,000,000 +%$65,000,000 $1,725,000,000 +$60,000,000

2002 Authorization . ..........c. i Such Suns as Necessary

Purpose and Method of Operation . ... ... ... e

The purpose of the Substance Abuse Prevention and Treatment Block Grant (SAPT Block Grarnt)
isto support Stateand Territorial prevention and treatment servicesfor personsat risk of or abusing
drugs and alcohol. The Block Grant accounts for approximately 51% of all public funds expended
by the Statesfor subgance abusetreatment and prevention. The SAPT Block Grarnt isallocated to
the Statesby aformulaprescribed inthe PHS Act, and it provides Statesthe flexibility to plan, carry
out and evaluate substance abuse prevention and treatment services provided to individuals and
families. Over 10,500 community-based organizationsreceive SAPT Block Grant funding from the
States.

The 5% set-aside supports technical assistance, daa collection, andevd uaionactivities A portion
of these fundsisallocat ed to the devel opment of outcome measuresto assst Statesin monitoring and
evaluating subgance abuse treatment services

Performance Partner ships

Implementation of the Children’s Health Act of 2000 requires devdopment of aplan for creating
flexibility and accountability for States based on acommon set of performance meaaures. Inaneffort
toincrease State flexihility andto devd opan accountahility systembased on peformance, SAMHSA
has beenworking with the States over the past several yearsto trangtionthe Block Grant programs
into performance partnerships. SAMHSA's reauthorization guidance requires the Secreary to
submit to Congress by October 17, 2002, the plan which will outline the flexibility that States will
receive under the new partnership and the performance measures that will be used to hold States
accountable for their use of federal funds. Oncethis is accomplished, SAMHSA will be &le to
document what changes have occurred in accessto care, the effectiveness of that care, and how
successful the services have been in addressing the needs of vulnerable populations in each of the
Saesandteritories. Theinformation gained will hep boththe Sate and the Federal gover nment
better identify wher e improvement is needed and the services needed to make those improvements.

The Centers for Substance Abuse Prevention and Treatment have been actively involved with the
States in the development of the performance and outcome measures necessary for successul
conversion and implementation of performance partnerships. This activity began with agreement
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from the States to voluntarily report outcome measures which were included in the SAPT Block
Grant Application for thefirst time for FY 2000. Working throughthe National Association of State
Alcohol and Drug Abuse Directors (NASADAD), a process has begun leading to consensus on a
number of measures. To date the process has included:

Convening three meetingswith State represent atives to develop consensus based measures.
Draft measureswere made avalable to the States for comment and refinement.

CSAT will be working with the States this year to convene and decide on e ements of the
plan. These include a task group of State representatives to identify a set of performance
measures that addresses the expanded waiver opportunities provided in the statute.

Through the Treatment Outcomes and Prospective Pilot Studies(TOPPS | and TOPPS 11),
19 Stat es have been actively involved in studying the feasibility and practicality of collecting
data on these measures. Of mgor sgnificance has been the development of protocols that
will serve as models to the other States asthey move to implementation

Children’s Health Act of 2000

The Children’s Health Act of 2000 prescribes several important changesto the SAPT Block Grant
program guidance asoutlined in the Public Health Services Act. Among themare:

Section 1922(a), under which States were required to spend no less than 35% of their
allotment on services regarding alcohol and no less than 35% on services regarding other
drugs, has beenrepealed.

Section 1925, which required Satesto mantain a revolving fund of $100,000 to assist with
half-way houses for persons recovering from drug or acohol abuse, is now made optional.

Section 1930, whichrequiresthe Satesto maintain their financial support for substance abuse
services at alevel equa to the average of what they had spent the previous two years, is
amendedto permit non-recurring expendituresfor asingular purposeto be excluded fromthe
calaulation of the maintenance of effort (M OE) reguirement.

Section 1952 is amended to dlow any amount padto a Stae for afiscal year to beavaladle
for obligation and expenditure until the end of the fiscal year following the fiscal year for
whichthe amounts werepaid. Thisamendment givesa Statetwo yearsto spend and olligate
itsBlock Grant allotment.

Section 1955 is added to permit religious organizations which provide substance abuse
services to receive federal assistance either through the SAPT Block Grant (or through
SAMHSA discreionary grants) while maintaining their religious charader and ther ability
to hire individuas of the same faith. Also, such programs may not discriminate against
anyone interested in treatment at the facility. If a person who is referred for services needs
or would prefer to be served in a different facility, the program will refer that person to an
appropriate treatment program
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Funding for the Substance Abuse Prevention and Treatment Block Grant program duringthe last five
years has been as follows:

Funding FTE
1997 ......... $1,360,107,000 28
1998 ......... 1,360,107,000 28
1999 ......... 1,585,000,000 28
2000 ......... 1,600,000,000 40
2001 ......... 1,665,000,000 40

Data Elaments Used to Calaulate State Allotments

The factor sand their data sources used to caculatethe FY 2002 SAPT Block Grant allotmerts are;

. Total Personal Income (TPI) - Bureau of Economic Analysis, Department of Commerce;
Regiona Accounts Data, State Personal Income, 1997-1999, downloaded from BEA web
site; source data filename: SA1 5899.PRN, release date 9/12/2000. BEA web ste is
http:/www.beadoc.gov.

. Resident Population - Bureau of the Census, Department of Commerce; Population
Estimatesfor the U.S. and States by Single Y ear of Ageand Sex: July 1, 1999 downloaded
from Census web dte source data text file name  ST-99-10.txt, Internet release date
3/9/2000. Census web dite is http://www.census.gov/popul ation/www/estimates/st-99-
10.htm.

. Total Taxable Resources(TTR) - Office of Economic Policy, Depatment of the Treasury;
Total Taxable Resources, 1996-1998 provided drectly to OAS via e-mail; source data
filename: 2000EST .X S release date 9/29/2000. Data d <0 avalable on the Treasury web Ste
http//www.treas.gov/ttr.

. Population data for the territoriesbased on 1990 CensusData except Micronesiaand the
Marshdl Islands - Population datafor Micronesiaand theMarshall | slands arebased on 1980
census data and the average rate of population change from the 1980 to the 1990 census.
Because Micronesiaand the Marshall 1slands had entered into a Compact of Free Associdion
withthe United States, they were no longer considered territoriesin 1990 and thereforewere
not included in the 1990 census.

. A Cost of ServicesIndex Factor, updated for FY 2001 under athree-year periodic update,
includes the following:

. Fair Market Rentsfor the Section 8 Housing Assistance PaymentsProgram — Fiscal Y ear
2000, downloaded from the HUD web site http://www.huduser.org/datasgs/fnr:  (a)
fmr2000f.dof, dbase file, released 10/1/99, created 9/23/99 (dbase is the only
machine-readable format in which theraw dataare offered); (b) fmr2000f.txt, text file, FMR
datarecord layout and file description, released 10/1/99, created 9/27/99; (c) 2000f _pre.doc,
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Wordfile, Federal Register preambleof the FY2000 FMR cdculations, released 10/1/99; and
(d) fmrover.wp, WordPerfect version of the Federal Register preamble.

Metropolitan Areas, 1999, released by the Office of Managemert and Budget 6/30/99,
filename M SA 99.pdf; used by HUD in devd opment of FMR rates. Changesin Metropolitan
Areas as Defined by the Office of Management and Budget Since June 30, 1993, filename
MAUPDATE.txt, released 6/30/99, Bureau of the Census.

. 1990 Census mean hourly wagesfor slected industries and occupatiors (gecial datafile
prepared by the Bureau of the Cenaus) updated using the percent change for HCFA mean
hourly hospital wages (unadjusted) for FY 1990 (from a specia data file prepared by the
Hedth Care Financing Administration) and FY 1996 hourly hospital wages devel oped from
data collected for the establishment of FY 2000 HCFA Hospital Inpatient Prospective
Payment System Wage Rates, collected from the HCFA Inteng web site
http://www.hcfa.gov/stats/pufiles, publicly availade on August 17, 1999. Both executable
and zipverdons of the datafile WAGEDATA.F96 were availade ontheweb siteas 1.2 MB
self-extracting files which decompressed to a 5 MB fixed length (i.e “flat”) ASCII file
consgting of 5,038 records (one record for each unique facility reporting to HCFA); the
executable version was downloaded and decompressed. Also downloaded wasthefile for the
datarecord layout (WDF2000), which was available in several formats. Guidance was aso
provided by HCFA regarding relevant changeswhich occurred in reporting format between
the FY 1997 and FY 2000 hospital wage data releases.

Primary Prevention

CSAP adminigers the primary prevention component of the SAPT Block Grant. As required by
legidation, 20 percent of Block Grant funds allocated to States must be spent on substance abuse
primary prevention services. Prevention services vary significartly in the scope offered at the State
and sub-Statelevels. Some Statesrely solely onthe 20 percent requirement to support their primary
prevention activities, others use the funds to target gaps and enhance existing program impact.
CSAP sregulationsrequire funds (Federal or other) addr essthe full range of prevention servicesand
activities to ensure each State offers a comprehensive approachto substance abuse prevention.

The SAPT Block Grant supports GPRA Goal 3 (Assure services availability/meet targeted needs),
and Goal 1 of the ONDCP National Drug Control Strategy: Educateand engble America’s youth to
reject illegal drugsas wdl as the use of alcohol and tobacco.

Many States are dependent upon the SAPT Block Grant for funding of their Statewide prevention
systems Specific examples of the outcomes from States' use of these funds are:

. The Massachusetts Bureau of Substance Abuse Services has used its SAPT Block Grant
fundsto support 42 programsthroughout the Statetargeting youthat high risk for substance
use/abuse. These program providers were trained to target and implement science-based
prevention modd susing CSA P gui delinesfor planning and implementing effective programs.
They support a wide variety of trainng and services in such areas as life ills, conflict
resolution, peer-to-peer interactions, andresistence ills. Each program has been tested and
vaidated for its success in addressing the needs of high risk youth and for itsreplicability in
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awide range of settings. Children between the agesof 12 and 17 throughout the State are
selected to participate inthese programs.

The State of Pennsylvania has developed a state-wide system to collect, disseminate and
educate its citizens on substance abuse issues. This clearinghouse of information makes
available to the generd public and to professionas in the prevention field information and
materials that have been proven effective. Examples of information that the State provides
are films, pamphlets, educational materials, and other media specifically asssting educators
and othersin their efforts to prevent substance abuse

The State of Ohio has used a portion of its SAPT Block Grant prevention resources to
devel opastate-wideeffort to prevent binge drinking on collegeand university campuses. The
Statebrought together representativesfrom itsmajor collegesand univer sitiesto discussand
develop effective programs and services for college-age students. Examples of activities
implemented ind ude dternativesto parties where binge drinking mght take place, changing
school alcohol policies, working with student organizations to communicate the dangers of
binge drinking and soliciting their assistance, and supporting an infrastructure for targeting
and addressing alcohol abuse and its relaed problems.

States have demonstrated marked success inreducing the rate at which retailers sell tobacco
productsto minors, asrequiredunder the Block Grant’ s Synar Amendment. Enacted in1992,
it requires that State have and enforce lawsthat restrict minors accessto tobacco products.
Each State has negotiated annud targets for reducing retailer sales, and the law specifies
penalties for falure to reech these targets Since FY 1997 (i.e, surveys conducted in
FY 1996), States have reduced retailer violation rates from 40.1 percert to 20.3 percent (as
reported in FY 2000). Twenty-five States reported noncompliance rates at or below 20
percent. Six Statesreported noncompliance rates of under 10 percent. All Stateshave plans
in place to ensuretheir noncompliance rate is 20 percent or less by FY 2003. In FY 2000,
CSAP providedtechnical assistanceto 32 States and 3jurisdictionsto supportimplementating
programs and strategies to help prevent youth access to tobacco products.

Rationalefor the Budget REQUESE . . . . .. ... ot e

The FY 2002 request includes a $60 million increase for the SAPT Block Grant, for atotal program
level of $1.725 killion. This $60 million ispart of $100 million requested for SAM HSA aspart of the
President’s Drug Treatment Initiative which will increase access to drug treatment services and
narrow thetreat ment gap. Providing Statesand Territorieswith lar ger SAPT Block Grant alocations
will increase prevention and treatment services and will advance the goal of reducing the treat ment
gap. Thetotal number of persons being provided treatment services with federal SAPT Block Grant
funding in FY 2002 is expected to increase by approximately 4,800 for anew total of approximately
342,000 persons saved (aninaease of 1.4%).
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Substance Abuse and Mental Health Services Administration
Substance Abuse Prevention and Treatment Block Grant

Fy 2000 Fv 2001 F 2002

State or Territory Actual Appropriati on Estimate Increase
Alabarma. ... $22.197.312 $22.994, 659 $23, 828,000 + $833.34
Alaska 3,440,623 3,869,949 4,277,240 + 417,292
AMZORA. 2P 127147 27 4R, 922 28,117,067 + B52.136
Arkansas. . 11,335,103 12.030,024 12,331,662 + 301,638
Califormia ... 223,282,608 236,1659.29 260, 5R3,304 + 15,404,013
Colorado................... 20,297,398 21,382,601 22,213,303 + 830, 702
Connecticut. .. 16, 405, B&0 16,609,936 16, 793,393 + 183, 457
Delaware. ... h,653.544 b, 230,383 b.468, 750 + 238, 367
District Of Columbia. .. 4,952 603 h,6EG2M B.156,871 + k00, 670
Flarica ... 81,263,908 oh.BEY, 748 90,044, 407 + 3,374,653
GO 41,396,779 44792, 764 4R, 420,119 + 1,627 554
Haweaii ... 6,953,864 7,070,824 2164579 + 93,755
Icahoo 5,943,750 b, 3249 272 B.752. 451 + 423,179
Minois........................ B1.204,3k0 65196, 054 B7. 579,749 + 2,383,645
Indiana........................ 22,509,147 22,913,937 23,277,473 + 363,536
lowea 12,642,219 12,698,390 12,838,544 + 140, 254
Kansas. ... 11,060,004 11,699,847 12,280,272 + R0, 426
Kentucksy.................... 19,276, 06k 19.841,212 20,646,000 + old, 788
Louisiana................... 24,828,148 2h137. 4710 2h, 026,897 + 609, 428
Maine. ... £.943.750 b,243.750 B.463.750 + 22k, 000
Marvland........... 24,389,161 31,079,266 21,950,492 + 871, 227
bassachusetts. ... 23,214,336 23,627,906 23,949,328 + 371,422
Michigan.................... EG.510,128 7,213,767 57,045,696 + B31, 429
Minnesota................. 20,877,637 21,137,596 21,672,297 + 534,701

Fed Lake Indians. .. 514,557 520,964 h34.143 + 13178
Mississippi. ... 13,183,451 13,610,335 14,067,607 + 457, 272
Missour............... 24,223,136 2h, 157,268 2hb, 134,320 + 977, 052
bontana. 5,584,314 6,243,750 B. 468, 750 + 225,000
Mebraska. 7472914 7,689, 486 7,885,645 + 196,159
Mesada. 9,619,717 10,767,511 11,290,554 + R23 172
Mew Hampshire...... .. 5,343,750 6,243,750 B. 468, 750 + 225,000
Mew Jersey. ... 45.115,909 45.941,123 4h, 893,148 + 857 025
Mese beico. 8.261.51 8,364,410 8,570,852 + 20k, 442
Mleser ork. 104, 711,026 108,438,257 111, 836,357 + 3.398.7M
Marth Carolina,. ... 33,680,936 34,472,623 35,377,284 + 904, bEZ
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Substance Abuse and Mental Health Services Administration
Substance Abuse Prevention and Treatment Block Grant

Fy 2000 Fy 2001 Fy 2002

State or Temitory Actual Appropriation Estim ate Increase

Morth Dakota.............. 2.817.151 4,282, 367 4,745,325 + 462,959
CDhio. 65062211 BH.872.337 BE,599,900 + f27.563
Dklghomea ...l 16,559,798 17,267,097 17,697,861 + 440,764
DFRQON .., 15,268,109 16,477,533 15,844,227 + 366,633
Fennsyhania............... hY.670.348 h§, 388,433 59,033,336 + 644,903
Fhode Island............... 5,943,750 b.243.750 B. 468,750 + 22h, 000
South Carolina............. 18,663,663 19,670,678 20,555, 962 + 885,283
South Dakota. ... 3,529,794 3.959.993 4,388,101 + 428,107
Tennesses.................. 25,999, 363 28,299,310 29,240,906 + 941,596
TEXKES. oo 124.118.03%2 127,289,421 132,649,226 + . 359,805
hah.. ... 14,551,928 16,791,123 16,460,288 + ERY, 165
SWermont. . 3774105 4.234.075 4,691,812 + 4h7, 738
Wirginia.. .. 39,245,298 40,929,104 42,309,094 + 1,379,951
Washington................. 31.732.096 33,750,255 34,945,027 + 1,195,772
W'est Virginia. 8.434.819 8.539.845 8.634.168 + 44,323
WWISCORSIn.. 24,530,479 24,837,927 2R, 745,004 + 807,077
Soming.. . 24582 377 2. 751,260 3.048.693 + 297,434
State Sub—otal.._....._. $1.497 200,000 $1.5658.023.750 $1,614,168,750 +  $56,145,000
American Samoa... ... 265 731 270,547 2hh. 512 + 9,966
GUE. 796,531 787,265 615,635 + 28,370
Morthern karianas. ... 246,274 ehB.279 ehh.514 + 9235
Fuerto Rico................ 20,011,192 20.824.150 21,574,569 + 7h0,420
Palau. ... g2 ,919 84,409 92.631 + 3222
karshall [slands.... ... 254171 ebd, 497 274 028 + 9,531
Micronesia................. g01,710 B2B.155 B48.719 + 22,564
Yirgin lslands.. ... 2784449 B01,4944 BZ23.641 + 21,6492
Territory Sub-total. ... $22 600,000 $23.726.250 $24581.250 + $855.000
Federal Set-Aside.___.. 80,000,000 83.250.000 86.250.000 + 3.000.000

GRAND TOTAL

$1.600._000, 000

$1.665, 000,000

$1.725.000,000

$60.000,000
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SUBSTANCE ABUSE BLOCK GRANT (SET-ASIDE)

Authorizing Legislation - Section 1935 of the Public Health Service Act

2001 Increase Increase
2000 2001 Current or 2002 or
Actual  Appropr iation Estimate Decrease Estimate Decrease

BA (non-add) .. ($80,000,000) ($83,250,000) ($83,250,000) (+$3,250,000) ($86,250,000) (+$3,000,000)

2002 AULNONIZAtiON . . . . . o o $86,250,000

Purpose and Method of Operation

The 5% set-aside of the Substance Abuse Prevention and Treatment Block Grant (SAPT Block
Grant) supportsdata collection, technical assistance, and program evaluation activities throughout
the Agency. SAMHSA is the major source of information in the United States on the extent and
nature of substance abuse, the supply and cost of services for treating substance abuse, and the
number and characteristics of persons intreatment. Much of this information is produced by data
systems devel oped and managed by the Office of Applied Studies (OAS), the Center for Substance
Abuse Prevention (CSAP), and the Center for Substance Abuse Treatment (CSAT). Thesedataare
used by the Department of Health and Human Services the Office of National Drug Control Policy,
the Drug Enforcement Agency, and Stateand local agenciesto plan and eval uate programsto addr ess
health and associated social problemns.

Office Applied Studies (OAS)

The authorizing legidation of SAMHSA requires the annud collection of data on the national
incidence and preval ence of substance abuse, emergency room admissions due to a substance abuse
problem, and the characteristics and costs of treatment facilities and the number and characteristics
of individuals in treatment. These data are obtained in three mgjor surveys (1) the National
Household Survey on Drug Abuse (NHSDA); (2) the Drug Abuse Warning System (DAWN); and
(3) the Drug and Alcohol Services Information System (DASIS). These surveys are the only source
of national data on the extent of substance abuse in the genera population and the nature of the
treatment system. They also provide information critical to evaluating the success of Federal and
State substance abuse programs.

National Household Survey on Drug Abuse. Since it began in 1971 the NHSDA has been the
primary source of informationon the prevalence and incidence of substance abuseinthegeneral, non-
institutionalized population. Information provided by the NHSDA isused to study trendsin the use
of licit andillicit drugs, changing attitudes about substance use, the demand for treat ment programs,
and factors associated with the initiation of subgance use and abuse

Beginning withthe 1999 NHSDA, the samplewas expanded from 18,000to 70,000 respondents. This
new sample makesit possible to estimate substance use in the individual States. Based on separate
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samples of roughly 3900 respondents, substance use can be estimated directly for the eight largest
States, whichtogether account for more than 50% of the population. Estimatesfor each of the other
42 States and the District of Columbia are based on a model that takesinto account information
obtained from 900 respondents in each State. Because of the nature of the sanple and the identical
survey quegiomaires and methods for every State, SAMHSA anditsdatauserscanfor the firg time
compareStateswithrespect topreval enceratesandtrends. These Sate edi matesprovideinformation
that can be used to help direct Federal funds to areas with severe or unique problems.

Thereareother benefitsassociated withtheincreaseintheNHSDA sample. Thesurveynow includes
25,000 youthbetween 12 and 17 yearsof age, asamplesize improving the preason of the estimates
for this age group. Because of sample design and size, the NHSDA may now be the best source of
information for this age group on substance use and attitudes. The sanple also contains a large
number of respondents over the age of 55 years making possible some studies of substance abusein
apopulation that has not received sufficient attention. The sample now allowsfor separate, national
estimates for minority groups, such as Chinese or Japanese Americars, that could not be captured
with a smaller sample

Thereare other important changesin the survey aswell. The special module for measuring the use
of tobacco productsintroduced in 1999 will provide very precise estimaes of trends in use by youth
over time. The 2001 NHSDA is collecting information on mental illness in children to better
undergand the extent and nature of the co-occurrence of mental and subgance abuse problems.

InFY 2001 NHSDA questionswill beadded to determine the extent of serious mentd illnessin adults
and the rd ationship of this probemwith substance abuse. Informationon the use, cost, and source
of payment for mental hedth services for both youth and adults has been collected since 2000.
Findly, the NHSDA is now being conducted usng a computer; answers to the most sengtive
questions are entered directly into the computer by respondents. Studies of this technol ogy indicate
respondents believe it increases privacy and encourages them to be more truthful in providing
answers.

Drug Abuse Warning Network. DAWN collects information on admissions to emergency
depatmentsof hospitalsor cases seen by medical examiners that are caused by or associated withthe
use of illicit or licit drugs. The informaionin DAWN isdrawn from medical records. DAWN was
developedin the early 1970s by the Drug Enforcement Administration (DEA). Although SAMHSA
now supports and managesDAWN and uses DAWN data to track changesin drug abuse problems,
the data are till used by DEA for surveillance and resource alocation. They are aso used by the
Food and Drug Administration (FDA) to identify problemswith licit drugsthat can not be detected
with the limited samples employed in clinical trials.

The Office of Applied Studies is conducting a series of studies to determine the most effective
sampling and data collection strategy for DAWN. These studies are prompted by the changesinthe
hedth care system which may also affect the use of emergency departmentsin hospitals, by the need
for more extensive information on drug related admissions, and by the demand for more timey
information. The studies have prompted the development of a new drug dictionary and
experimentationwith new communication technologies. The Agency expectsto have the changesin
place to accelerate the delivery and analysis of DAWN information by 2002.
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Drug and Alcohol ServicesInformation System. DASIS is the only source of national data on
servicesavailable for substance abuse treatment and the characteristics of individuals admitted for
treatment. DASIS consists of threedata sets: (1) the National Facility Register (NFR), which lists
dl facilitiesinthe country which arerecognized by States; (2) the Uniform Fadlity Data Set (UFDS),
which contains information on the services, and resources of treatment facilities in the country
including those not recognized by States; and (3) the Treatment Episode Data Set (TEDS), which
contans information on every patient admitted to a facility recaving public funds. Thesedatasets
are assembled and maintained with support from various State agencies.

Informationinthe NFR providesthe bad sfor anew Treatment Facility L ocator Systemnow available
to the public on the Web. The information in this new system is updated monthly. The locator
permitsindividuas seeking subst ance abusetreatment tofind afacility intheir areaproviding thetype
of treatment and servicesthey sek. Street maps indicate the exact location of the facility and travel
routes; accompanying text describes the services availade and other information, such as type of
payment accepted.

TEDS datareveal that recent increasesin admissonsto facilities are principally the result of an

increase in admissions of those aged 12-17 years.

Using data now available from TEDS, it is possible to graphicaly present variations among States
with respect to drugs being abused and the characterigics of those beng admitted for treament.
Such analyses have added a new dimension to our ability to track substance abuse problems, the
appearance of new drugs, and changing patterns of use

In addition, OAS conducts studies eval uating the effectiveness of substance abusetreatment and the
validity of the information obtained from providers. T he largest of these studies, the Alcohol and
Drug ServicesSurvey (ADSS), isdirected by a team of investigatorsat Brande's University. Among
other things, ADSSwasdesigned to describethe changesoccurring inthe organizationand structure
of the substanceabusetreatment system, and to assesst heimpact of these changeson the process and
effectivenessof treatment.

Center for Substance Abuse Prevention (CSAP)

CSAP supports a comprehensive and integrated approach to improving substance abuse prevention
servicesdelivered by States. CSAP uses set-aside funding to improve State prevention systems,
including devel opment and implementation of advanced prevention methodol ogy for all componerts
of State prevention systems, such as data collection and performancemeasurement. Theseresources
help provide policy and program guidance to report use of the Block Grant prevention funds.
Specific examples of activities to be continued in FY 2002 include:
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State Needs Assessments

CSAP' s State Needs A ssesament Program has awarded 3-year contracts to 27 States over the past
four years. The purpose of the program is to assist States focus their prevention programming,
resource alocation, and performance measurement on scientificaly sound, quantitative data, and to
help improve the Sates capacity andinfrastructureto conduct studiesand report performance. States
receiving contracts are required to conduct a core set of studies, including school-based and
community resource asessments  This information is especially useful to those States which have
received a State | ncentive Grant, as they begin to implement science-based prevention programs
addressing their identified critica capacity needs. T heinformation has also beeninvaluableto CSAP
in establishing targeted capacity prevention programs and emphasis.

Prevention Technical Assigance (TA) to States

CSAP hasprovided TA activitiesto all Statesand U.S. jurisdictionsto support their substance abuse
prevention systems. TA has been provided on-site, by phone, and in multi-State formats. Primary
areasof assistance provided include: general TA (addressing prevention sygeminfrastrucure); youth
tobacco control (helping Statesto develop tools and strategies to comply with the Synar regulation);
minmum data sets (promoting conmon daa collection regarding service characterigtics and
popul ations served with a set of defined data d ements); and State Incentive Grant support.

Technicd assistance provided during past six months, in addition to responding to request s, includes:

» Completed one multi-state event in Orlando, Florida, with representatives from more than adozen
States.

* Provided two training events on technical assstance processes and proceduresfor more than 100
prevention and tobacco use consultants from acrossthe country.

» Conducted the Fifth National Synar Workshop with more than 200 attendees representing 55
States/durisdictions and Federa partners. The theme of this year's workshop was “Providing
Leadership. Making a Difference’.

» Completedsix on-sitereviews/assessmentsof State prevention and Synar systems(South Carolina,
Mississppi, Wyoming, Delaware, Pennsylvania, and lowa) and developed technical assistance
work plans for each State. At least 25 visits will be conducted throughout the remainder of the
fiscal year.

» Developed a site visit review guide and site visit report format for Synar site visits.
» Developed three guidance documents (Synar sampling designs, guidance for completing the

prevention portion of the SAPT Block Grant application, and guidance for completing the Synar
portion of the SAPT Block Grant application).
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Minimum Data Set Program

The CSAP Minimum Data Set (MDS) Program makes an economicd, efficient, and user-friendly
database management infor mation system (M1S) available to State, sub-State, and local substance
abuse prevention agencies and prevention service providers. T he common data sets and definitions
weredevel oped through a consensus process with State offidalsand CSAP. The MISisaPC-based
softwarepackagefor capturing, organizing, and reporting information onthe populations served and
substance abuse prevention services provided. The MIS is used on a voluntary basis to collect
uniforminformationinthe areas of prevention programming, resourceallocation, processevaluation,

measuring performance, and data sharing.

Center for Substance Abuse Treatment (CSAT)

CSAT responds to specific requests from State and Territoria || percentage of Technical
substance abuse directors for technical assistance and training to || Assistanceeventsthat result
enhance their jurisdictions' capacity to deliver effective treament || in sysems, program,
services, or to better manage relevant data in order to monitor || ©F Practi ce change:

outcomes. Someexamplesof projectsfunded by CSAT’ sdlocation FY99 - 66%

of the SAMHSA set-aside are; FY 00 - 84%
FY01 - 85%

Technical Assistance

. A Coloradoworkshop on delivery of servicesto pregnant
and parenting women in rurd areas;

. TA and training events designed to enhance the cultura appropriateness of services in
Michigan, New Mexico, Oklahoma, and South Dakata.

. Training in Arizona and Michigan on services for clients with co-occurring mental and
addictive disorders.

. Training in Kentucky and Ver mont to enhance services for substance abusing criminal and
juvenile offenders.

. TA to help Puerto Rico and New Jer sey develop service delivery strategic plans.

Confidentiality Training. CSAT aso sponsors confidentiality training through the SAPT Block
Grant Set-aside. Sessions conduded during FY 2001 included:

. Kentucky. The focusof thetraining was on collaboration across systemswith an emphasis
on joint planning and increasing the information other systems have about substance abuse
regulations. Therewere 122 participantsincluding staff from the district courtsworking with
substance abuse clients, TANF officids Transportaion, DUI programs and the Office of
Court Administration.
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. Maine. Thefocus of the traning wason crimnd justicesysem collaboration. Therewere
50 participants from the juvenile drug treatmert courts from around the State.

CSAT’s Block Grant set-aside resources also are used to support the State Treatment Needs
Assessment Program (STNAP), whichassists the States in program planning and rational dlocation
of Block Grant fundsrecelved. The STNAP program has been responsible for production of over
350 study reports (with about 100 more expected), which have been distributed to the substance
abuse trestment community. STNAP daa from these reports have been utilized by county
policymakersand State officidsfor sub-State planning and resource dlocaioninmany States. Some
examples of utilization of STNAP data are:

. Inlllinois STNAP dataare used in the review of "need" versus "capacity” in each of the 20
Illinois Substance A buse ServiceNetworks, resulting in capecity expansion being targeted to
areas identified as having the largest gaps between need and services. InFY 2001, thiswas
the basis of an expansion of services for youth, adult trangtional centers, and for expanson
of servicesto men (non-criminal justice, working poor).

. The New Jersey Commissioner of Health and Senior Services convened a Statewide
Substance Abuse Advisory Task Forcein July 2000 to develop a State plan to guide the
development of addiction treatment services. The task force planning document draws
heavily on datafrom New Jersey's needs assessmert studies and indudes an extensive, needs
assessmert-based treatment cgpacity/demand analysis

. New York conducted afamily of studiesincluding aStatewide household survey. Thedata
produced have been used as the basis for prevdence edimatesinawidevariety of the Single
State Agency's activities. These indude estimates for both adults and youth used in the
Block Grant Application; county prevdence estimates that are returned to local service
providers around the State to assess their needs; regional reports about youth tha were
disseminated in regional forums statewide and which were used to develop educational
curriculaand prevention services; and estimates for both youth and adults that were shared
with providers and researchers throughout the State.

. The New Mexico Department of Health has used data generated by its STNAP-supported
SubstanceUse Among Childbearing Age Females(SUCAF) study toinstitute substanceabuse
recognition and counseling training in its public health offices.

. Minnesota is using its integrat ed needs assessment and treatment utili zation data basesto
establish basalines for access to substance abuse treatment that will then allow the Sate to
monitor changes in availability and access as managed care substance abuse treat ment
programsare irtroduced.

National Treatment OutcomesMonitoring System (NTOMYS)
The Center for Substance Abuse Treament, in collaboration with the SAMHSA Office of Applied

Studies, isproposing to develop, implement, and operateaNational Treatment OutcomesMonitoring
System (NTOMYS) in support of the National Drug Control Strategy as well as Departmenta and
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Agency gods. This effort will requirethe involvement of anumber of other Departments, including
the Department of Veter ans Affairsand the Depart ment of Jugtice, in order to assessthe effectiveness
of substance abuse treatment regardless of the setting inwhich it occurs.

Outcomes monitoring involves assessment of participants functioning before, during, and following
a specific treatment episode, without specifically evaluating the effectiveness of the particular
treatment program relative to some other program. Outcomes monitoring is used by policymakers
suchasFederd and State gover nment agencies, and insurer sto hold treat ment programsaccountable
for their activities in a normative way. Outcomes monitoring is aso useful to the programs
themsalves for salf-monitoring. Self-monitoring allows providersto collect religble and up-to-date
informati onabout patient and program characterigics and the frequency and effectivenessof services
delivered. This information is necessary to accurately describe patiert flow and service delivery
patterns and to examine outcomes that the program can use to refine admission criteria, clinical
protocols, and service intensities.

Work on the componentsof NTOMS beganin 1996 by the Office of National Drug Control Policy
(ONDCP). The principal component, and the one that is most developed at the current time, isthe
Drug Evduation Network System (DENS). The goal of the DENSproject is to develop a network
of sentinel substance abuse treatment programsthat provide functiond, clinical, and administrative
data on persons presenting for admission to substance abuse treatment programs. DENS utilizes
portions of the Addiction Severity Index to provideinformationonthenatureand severity of family,

medical, psychiatric, employment, legal, alcohol and drug problems.

CSAT hasbeen providing resourcesto (1) refinethe softwaret hat isused to creat ethereporting and
transmission mechaniams, to carry out the necessary analyses, and to develop the feedback reports
that will becomethe infrastructure for NTOMS; and (2) initiae the advisory board called for in the
NTOMS implementation plan. The current plan includes congdructing arepresentative sample of
programsin eight citiesand collecting admission information on samplesof clientsin those programs.

NTOMS will provide the means for SAMHSA to assess substance abuse treatment outcomes on a
national level. It will become a source for data on the nature and extent of substance abuse in the
populationseeking treatment, and it will provide a means for measuring progress in thetreatment of
one of the most significant chronic disease problems facing thiscountry.

It is anticipated that NTOMS will become the outcome measurement standard for al Federa and
other publicly-funded substance abuse treatment sysems. In the outyears, program refinement and
expansonwould mirror progress and direction as reflected by overall trendsin the substance abuse
problem rationwide.

CSAT willallocate $5 millioninset-asideresourcesinFY 2001 tocontinuedevelopment of NTOMS.
Approximately $10 million will berequired inFY 2002.
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PROGRAM MANAGEMENT

Authorizing Legislation - Section 301 of the Public Health Service Act

2001 Increase Increase
2000 2001 Current or 2002 or
Actual  Appropriation Estimate Decrease Estimate Decr ease
PM ... $59,049,000 $79,221,000 $79,173,000 +%$20,124,000 $67,173,000 -$12,000,000
FTE ................. 541 560 560 +19 560 —
(Program Mgmt) .. ... (488) (507) (507) (+19) (507) —
2002 AUthOrization . ... Indefinte

Purpose and Method of Operation . . ... .. ... .. e

The Program M anagement activity supportsthe mgority of the staff who plan, direct, and administer
SAMHSA programs, and who provide technical assistance and program guidance to States, mental
hedth and substance abuse professionals, clients, and the genera public regarding the Agency’s
programs. Assuch, it representsacritica component of SAMHSA’sbudget request. Agency staff
not includedin thisactivity provide Stat etechnical assstanceand arefunded throughtheBlock Grant
set-asides.

SAMH SA continues to play a key role in the mental health and substance abuse fields by initiating
new programsand providing national leadership in dl aspects of behaviord health. Recent increases
empheasize the HIV/AIDS program, expanded treatment services and collection of national data.

Future activities will include:

> Developing aperformance partnership approachto workingwith Statesin supporting
services through Block Grants;

> Improving Stateandfederd datacollection and andysis in order to enhance program
outcome reporting;

> Increasing conaultations with Indian Tribes and other organizations with respect to
SAMHSA program priorities;

> Continuing to implement new program authorities included in the recent
reaut horization;

> Continuing development of the opioid accreditation program.

These activities, as well as increased reliance on cooperative agreement funding mechanisms, have
required more intensive staff involvement to monitor programs while ensuring accountability and
results. Evaluation activitieshave increased substantialy, as have the collection of datarequired by
GPRA legidation.

Funding and staffing levels for dl SAMHSA programsfor the past five fiscal years were asfollows:
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Funding FTE
1997 ... $55,331,000 552
1998 . ... 55,400,000 549
1999 ... 56,517,000 563
2000 ... 59,054,000 541
2001 ... 79,173,000 * 560

* Includes $12,000,000 added to support National Data Collection.

Rationalefor the Budget ReQUESE . . . . . . . o oottt e

The FY 2002 Program Management reduction of $12 million repr esents achangein financing source
for a portion of the Household Survey on Drug Abuse (NHSDA). The D epart ment’s one percent
evduaionfunding. Thesefundsare provided under Sec. 241 of the PHS Act, and will be transferred
to SAMHSA from other sources.

The 2002 requed includesthe same total FTE level for SAMHSA asin FY 2001. Funds necessay
to support mandatory cost increases, primarily for pay, will be derived from savings achieved by
ending aone-year congressional earmak funded at the level of $3.3 million in FY 2001.

The need to implement new and growing program responsibilities while effectively monitoring
programs and outcomes has required SAMHSA toreview and prioritize agency respongbilities. A
WorkforcePlanning project hasbeen initiated to gather datato determinefuture agency staffing needs
and how best to meet them. Staff competencies and future program requirements have been
idertified. The SAMHSA Workforce Planning model being developed will consider:

. Anticipated future program growth and directions
. Major staff regponsibilities and activities

. Internd workflow analysis

. Currently available staff and contractor competencies

. Projected unmet staffing needs, and how best to address them

The review is expected to provide a blueprint for future hiring needs, recruitment strategies, and
opportunitiesto employ best management practices Staff shortageswhich may exist might, in part,
be addressed through the redirection of staff or changes in internal work processes.
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Full-Time Equivaent (FT E) Employment

FY 2000 FY 2001 FY 2002 Increase or
Actual Estimate Estimae Decrease
Program M anagement:
Direct ............... 486 505 505 —
Rembursable .......... 2 2 2 —
Sub-total ... 488 507 507
Block Grant Set-Aside.. . .. .. 53 53 53 —
Sub-total ... 541 560 560
Reimbursable Exempt
District of Columbia/
St. Elizabeths Hospital ... 70 72 72 —
TOTAL SAMHSA ....... 611 632 632
Increases
Built-in:
Annualizationof 2001 pay raise (3.7%) .. ...,
Withingradepay INCreases . . . ...
Increase for January 2002 pay raiseat 3.6% .................. ...
Increase in rental paymentsto GSA .. ... . e
Oneadditional daypay . .........ccovirii i
Increased cost of overhead charges . .......... ... .. ... .. .. ...,
Subtotal, Built-in . . . .
Total, increases . .. ...
Reductions:
Built In:
Non-recurring costs of one-year congressonal earmark project . .. ...
Program:
Reductionsinoperaing CosS . ... ... .o i i
Totd, reductions . . ...

Net Change

+$464,000
+903,000
+1,355,000
+209,000
+192,000
+524,000

+3,647,000

+3,647,000

-3,278,000



Substance Abuse and Mental Health Servces Administration
Detal of Full-Time Equivalent Employment (FTE)

2000 200 2002

Actual Estimate E stimate

Center for Mental Health Serdces 116 128 125
Center for Substance Abuse FPrenention 17 116 17
Center for Substance Abuse Treatment 116 122 121
Dffice of Applied Studies 29 29 30
Dffice of Program Serdces N 87 96
Office of the Administrator 72 ik} ral
Total, SAMHSA 5 REBD RGO

Average GS Grade

1996 11.04
1997 11.04
1998, 11.70
1999 11.67
2000, 11.67
2007, 11.67

2002 11.40
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Substance Abuse and Mental Health S erdces Administration

Detail of Pozitions

2000 2001 2002

Actual E ztim ate E ztim ate

Ewecutive Level L.

Ewecutive Level ... .
Ewecutive Level Nl ...
Ewecutive Level V. 1 1 1
Ewecutive Level N
Subtatal 1 1 1
E S B 2 2 2
E S B 2 2 2
E S 3 3 3
E S 1 1 1
E S 1
E ST 1
Subtotal.. 10 10 10
GMAGS -0 67 63 ot
GMAGS- T4 118 116 116
GMAG S -1 . 157 158 158
G ST 32 38 33
G- 11 11 11
G- 3 3 3
ST 23 24 24
G S0 21 22 22
G ST 4z 41 41
G5B 13 17 17
G ST G a e
G S 4] G B
T TR 1 1
S 2 2
G ST 1 1 1
Subtatal 499 516 5B
CC-O8A0T.
I 1 TP 1 2 2
LB 21 21 21
I 1 RO 4 4 4
I 1 4 3] h
I 1 RO 1] 1] ]
I 1 RO 1 1 1
I 1 PP
Subtotal. 41 43 33
TOTAL Full-Tim e E gquisalent 541 AE0 AE0
Full-Time E quivalent Usage 611 630 B30
Average G5 Grade 11.67 11.67 11.30



DRUG ABUSE EUDGET

DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration

I. RESOURCE SUMMARY

Drug Resowrces hy Goal
Goall
Goal3

Total

Drug Resowrces hy Function
Prevention
Treatment

Total

Drug Resowrces hy Decision Unit
Programs of Regional & National Sigrificance 1/
Frevenfion (Non-add)
Treafment Non-add)
Substanice Atuse Block Grant
Frevenfion {Nowv-add)
Treafment Now-add)
Nfice of Applied Studies (Non-add)
Program MManagement
Frevenfion {Nowv-add)
Treafment Non-add)
Nfice of Applied Studies (Nown-add) 27
Total BA
Data Collection (1% Ewaluatiom 37
Tuatal P rogram Lewel

Drug Resources Personnel Summary
Total FTE s (dire ct onby)

Information
Total BAMHE A Budget, P rogram Lewel
DiagPercentage

Footno tes:

(Budget Angthority in Millions)
2000 2001 2002
Final Enacied Request
$434 2 4837 t511.6
L0903 11716 12433
$1.5251 $14553 $17549
$434.5 $423.7 5118
L0903 11716 12433
$1.5251 $1 4553 175409
$361.1 4311 |
{I146.7) (175.4) {175.40)
f214.4) (256.1) f296.1)
$1,137.1 $1.183.3 $1,226.0
f2209) {2307) 241.6)
{564.5) (22 2] {R346)
f51.7) f43.7) {€3.7)
f26.9 $40 9 $28 8
i12.8) f13.6) {17.6)
{11 £) f12.6) f12.4)
271 (147) f2.7)
15251 $1.655.3 $1.7259
15251 $1.655.3 $1.754.9
312 312 312
$2451.3 $2.957 4 $3.058.5
3T .5% 56.0% 57.4%

15 This table has been structred to reflect the new tadget line Programs of B eglonal and

M aticnal Sigrific anc e (PRN3), consisterd with SAMHSA' s Re- authotization (Clildre ! s Health
&ct of 2000, Fart B) and Conference Report 106-1033, MWaking Omrdbtas Consclidated and

Emer getiey Supplemertal &ppropriations for Fiscal Year 2001,

2f OABProgram Management includes an e armarked allocation of $12.0 million for the N ational
Houszehold Burvey on Drug Atuse (NHHED A i FY 2001,

3F The Data Collection bne refle cts oroposed reitnioy sements writh funds from DHHS 1% evaluation

m FY 2002
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. METHODOLOGY

. All funding for SAMHSA's Center for Substance Abuse Prevention (CSAP) and Center for
Substance Abuse Treatment (CSAT) Programs of Regional and National Significance
activities isconsidered to be 100% drug-related, and is included inits ertirety.

. Funding for the SAPT Block Grant, which is administered by the CSAT, is considered drug-
related to the extent that these funds are used by the States/Territories for prevention and
treatment of the use of illegal drugs, prevention and treatment of alcohol-relaed drug use,
including underage alcohal use, and as used by SAMHSA for technical assdance, daa
collection, and program evaluation. SAMHSA enploys a methodology to estimate drug
related expenses funded by the SAPT Block Grant that is consistent with the earmarks
required by Public Law 102-321, the ADAMHA Reorganizaion Act, and which resultsin
scoring of 71.07% of the SAPT Block Grant for drug and drug-related activities. The
Children’ sHealth Act of 2000, P. L.106-310, October 17, 2000, makes significant changes
infunding policy for the SAPT Block Grant. However, esimati ons cortinue to bebased on
the previous requirements at thistime.

. All funding for SAMHSA's Office of Applied Studies (OAS) substance abuse surveys/daa
collection activities funded by the SAPT Block Grant set-aside, is considered to be 100%
drug-related, and isincluded inits entirety.

. Funding for Program Management activities is conddered drug-related to the extent that
fundsare used to support theoperations of theCSAP, CSAT, and OAS. Estimates are based
on total Program Management budget authority and reflect dlocation of program
management funds to these components, as documented in internal SAMHSA financial
records.

. All reimbursements for SAMHSA's Office of Applied Studies (OAS) substance abuse
surveys/daacollection activities funded under Data Collection (1%eval uation) isconsidered
to be 100% drug-related, and is included inits ertirety.

1. PROGRAM SUMMARY

SAMHSA supports the goals of the National Drug Control Strategy, identified below, through a
broad range of programsfocusing on prevention and treatment of the abuse of illicit drugs. Primary
godsareto closethe gap between avail able treatment capacity and demand, to link knowledgegained
fromresearchwith prevention and treament practices and to improveandstrengthen national eff orts
employed by communities, State and local governments, and provider organizations and sysemsin
the national effort to prevent illicit drug use and provide high quality science-based treaimert for
those who are in need.
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Goal 1: Educate and enable Americd s youth to rgedc illegal drugs as well asal oohol and tobacco.

Financial support for thisgoal includes funding for prevention Programs of Regional and National
Significance (PRNS), data collection activities (administered by OAS), and 20% of SAPT Block
Grant, as well as Program Managemert support for these activities.

— CSAP's prevention programs involve developing and assessing new and emerging
prevention methodol ogiesand approaches; oollecting, analyz ng, and synthesizing prevention
outcome knowledge, and monitoring national trends in substance abuse and emerging issues.
Afterfield teging promi g ng approachesin knowledgedevelopment programs emphasisshifts
to the synthes's and dissemiretion of the knowledge ganed from these final study phasesto
the practical application of these strategies by States and local communities Knowledge
applicaion programs help substance abuse prevention practitioners and policy makers in
States and communities systematicaly deliver and apply skills, techniques, models, and
approaches to improve substance abuse prevention services.

— CSAP' sStatelncentive Grants (SIGs) ae designed to address the ecific and immediate
prevention service capacity needswithin the States and communities. SIG grants repr esent
a comprehensive effort to improve the quality and availability of effective research-based
prevention services and help States and communitiesaddress and close gagps in prevertion
services which often cannot be addressed via Block Grant funding.

— Other CSAP prevention activities support testing of a wide variety of intervertions to
prevent substance abuse among children and youth, focusing in particuar onyouth who are
at high risk for becoming substance abusers and/or involved inthe juvenile justice system.
In addition, prevention funding also supports limited, but targeted, servicesindiscree areas
of unmet or emerging local needs made goparent from epidemiological data, from local
experience, or created as a result of local, State or national social policy change.

— SAPT Block Grant activities include State expenditures of 20% of their Block Grant
alotment for primary prevention services aswel asat |east 20% of the Block Grant set-aside.
Thelatter supportsthe collection and arelyss of naional data, the devd opment of Statedata
systems (including the development and maintenance of basdline data on the incidence and
prevalence as well as the development of outcome measures on the efectiveness of
prevention programs), provison of technica assstance, and program evaduations. Also, this
program supportsoversight of Synar Amendment implementation requiring States to enact
and enforce laws prohibiting the saleand didribution of tobacco products to persons under
18 so as to reduce the availability of tobacco products to minors

Goal 3: Reduce health and social costs to the public of illegal drug use.

Financial support for this goal includes funding for treatment Programs of Regional and National
Significance (PRNS) and 80% of the SAPT Block Grant, as well as Program Managemert support
for these activities.
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— CSAT’s funding for treatment programs includes activities to bridge the gap between
knowledge and practice, promote the adoption of best practices, and assure services
availability/meet tar geted needs. Thesetreat ment programssupport knowledge development
and testing of new and inmovative treatment gpproaches and are used to disseminate
information on those systems shown to be most effective. These resources d<o support a
network of regionally-based curriculumdevelopers, trainers, and consultants that issensitive
to the particular cutural and treatment needs of the people in that region, and provides
servicesranging from traditional training activitiesthrough on-site assistance and mentoring.

— CSAT streatment service programs focus on reducing the substance abuse treatment gap
by supporting rapid and strategic responses to demands for services. The response to
treatment capacity problems may include communitieswith serious, emerging drug problems
or communities struggling with unmet need. These programs can be general in nature,
serving awide range of critical populations, such as adolescents, young adults, women and
their children, persons involved with the aimina justice sysgem, and ethnic and racial
minorities Since FY 1999, CSAT's targeted services programs have also included an
HIV/AIDS component targeting minority populaions at risk of contracting HIV/AIDSor
living with HIV/AIDS. A specia homeless component will be added in FY 2001.

— SAPT Block Grant activities include State expenditures of 80% of their Block Grant
alotment for treatment services (including up to 5% for State administration), as well as
CSAT and OAS expenditures of approximately 80% of the Block Grant set-aside for the
col lection andand ysis of national data, thedevelopment of Statedata systems(includingthe
development and maintenance of baseline data on the incidence and prevalence as well asthe
development of outcome measures on the effectiveness of treatment programs), provision
of technical assistance, and program evaluations.

— CSAP providesoversight for the Federal Drug Free Workplace Program, whichaddresses
redudion of adult substance ebuse demand in the Federal service and promulgates scientific
and technical guidelines for Federal employee drug testing programs, and for the National
Laboratory Certification Program (NLCP). The latter certifies drug testing laboratories,
providesguidance for sdf-sustaining drug testing programs, andis the federal focal poirt for
developing and implementing non-military, federd workplace drug tesing technical,
administrative and quality assurance programs.

IV. BUDGET SUMMARY

2001 Program

Thetotd drug control budget supported by the 2001 appropriationis $1.655 billion, including $483.7
million for Goal 1 activities and $1.171 billion for Goal 3 activities.
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Goal 1: Educate and enable Americd s youth to rgedc illegal drugs as well asal oohol and tobacco.

A total of $230.7 million (including $10.7 millioninprevention set-aside funding) isavailablefor Goal
1 primary prevention activities fromthe Subgance Abuse Prevention and Treatment Blodk Grant.
Activities funded through the Block Grant prevention funds include:

S

S

supporting prevention technical assistance to the States in areas of implementing science-
based prevention services, prevention wor kforce development, strategic planning and other
elements critical to the States’ overall prevention systems

assging the Sates in the efective implementation of Synar (youth access to tobacco
products) compliance

providing support to the States in developing and/or enharcing their prevertion data
infrastructure, including design and implementation of needs assessment s, and

measuring the effectiveness of prevention activities funded through the SAPT Block Grart.

A total of $175.0 million is available for Goal 1 prevention Programs of Regional and National
Significance, as follows:

S

Community Initiated Prevention I ntervention Program. Thisprogramtestseffective substance
abuse prevention interventions that havebeen shown to prevent or reduce alcohol, tobacco,
or other illegal drug use as well as associated social, emotional, behavioral, cognitive and
physical problems among at-risk populations in their local communities The program is
determining the mog effective prevention intervention models and associaed services for
preventing, delaying and/or reducing substance use and abuse by at-risk populations and
measuring and documenting reductions in substance abuse and associated problans as
compared to comparison groups. In FY 2001, this program will focus on severa emerging
issues in substance abuse prevention: fetal alcohd syndrome/alcohd rdaed hirth defect;
children of substance abusing parents; methamphetamine, ecstacy, or club drugs; underage
or bingedrinking; workplace substance abuse; and drug misuseamong theelderly population.

In FY 2001, CSAP will conduct a Mentoring and Family Strengthening Dissemi nation
program, whichwill build upon the success of its Project Youth Connect (mentoring) and
Family Strengthening programs which have developed scientifically proven prevertion
practices for high risk youth. The dissemination program will extend these programs to
wider settings, including workplaces, schools, recreational centers, shelters, and other
community settings and to other populations It will also involve the faith community asa
major provider of prevention services in local communities.

CSAP will continue to provide funding for Minority Substance Abuseand HIV Prevention.
The FY 2001 funding will support three types of grants:. planning grants for community
organizations to establish coordinated HIV/substance abuse prevention programming;
expanson grants for community organizations dready providing some services, and
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cooperat ive agreements to faith-based organizations to collaborate with other organizations
serving youth.

Findly, in FY 2001, CSAP proposes funding approximately 8 new State Incentive Grants,
bringing thetotal to 37. Fundingwill enable Statesto examine their State prevention systems
and redirect Stae resourcesto criticd targeted prevention service needs within their State.
This expansion is consistent with CSAP s goal of edablishing a SIG grart in every State.

A total of $49.7 million is available from the Substance Abuse Prevention and T reat ment
Block Grant set-asde and $12.0 million from Program Management earmarked funds for
Goal 1 activities related to data collection, administered by the Office of Applied Studies
(OAS).

The authorizing legislationof SAMHSA requiresthe annud colledionof dataon the national
Incidence and prevalence of substance abuse, emergency room admission due to a substance
abuse problem, and the characteristics and costs of treatment facilities and the number and
characteristicsof individual in treatment. These dataare obtained inthree major surveys: (1)
the National Household Survey on Drug Abuse (NHSDA); (2) the Drug Abuse Warning
System (DAWN); and (3) the Drug and Alcohol Services Information Sygem (DASIS).
These surveys are the only source of nationd data on the extent of substance abuse in the
general population and the nature of the treatment system They d <0 provide information
critical to evaluaing the success of federal and substance abuse programs

Goal 3: Reduce health and social costs to the public of illegal drug use.

A total of $902.9 million (including $22.8 million in treatment set-aside funding) isavailable for Goal
3 treatment activities from the Subgance Abuse Prevertion and Treatment Block Grant. Activities
supported through the Block Grant treatment funds include:

Funding distributed to the 50 St ates, 8 Territories, the District of Columbia, andthe Red Lake
Band of Chippewalndiansfor prevention and treatment of the use of a cohol and other drugs.
SAMHSA s | atest estimateprojects that atotal of 2.9millionpersonswith severe drug abuse
problems did not receivetreatment in 1998. This represents a19% decrease in thegap from
1997, and growthinthe SAPT Block Grant allows significant i nfus ons of Federal funds to
leverageState, local, third party and other resourcestodevelop effectivesystemsof care. The
SAPT Block Grant funding supports about 51% of all publicly funded treatment and will
provide services for approximately 337,000 in 2001.

CSAT's $22.8 million from the SAPT Block Grant st-aside funds a variety of technical
assistance activities requested by the States, the conduct of treatment needs assessments on
a cyclical basis for the States and Territories, and performance of treatment program
evaluations. In 2001, $5.0 million from the set-aside will be devoted to the continuing
developmert of a National Treatmert Outcomes Monitoring System (NTOMYS).

A total of $256.1 million is available for Goal 3 treatment Programs of Regiona and National
Significance, as follows:
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CSAT will fund approximately 357 grants and contracts ($160.9 million) for Targeted

Capacity Expansion projectswhich focuson devel opment of creative and comprehensivedrug
and alcohol early intervention and treatment systems for adults and adolescents in small

towns, rurd areas and mid-size dties. In additionto youth, other populations targeted by
this program would include women, homeless, co-morbid, rural populations, poly-substance
abusers, and persons re-entering into society from the criminal justice system. Included as
a key component of the targeted capecity program is a $56.8 million effort focusing on
enhanced and expanded substance abuse treat ment servicesrelated to HIV/AIDSin African-

American, Hispanic and other racial/ethnic minority communities. New in 2001 will be a
$10.0 million effort targeting homel ess persons with substance abuse problems. Also new is
ajointly-funded project with CMHS, the Department of Labor, and the Department of Justice
to devel opacomprehensive, multi-agency goproach to providing subgance abuse and mental

hedth services, job training and placement, and supervigon to juvenilesand adults returning
(Re-Entry) to the community and their families from prison, jail, or detention centers.

CSAT will fund approximatdy 348 grants and contracts ($95.3 million) supporting
knowledgedevelopment and gopli cation eff orts bri dging researchto pradi ce so that treatment
programs are effective and efficient, represent best practices, and can be held accountable by
evdudion against established standards, performance measures, and outcomes. These
programs address. access, iner-system linkages, infrastrucure, and treatment quality
improvement; family and community support and reduction of stigma; regulation,
accreditation, and technical assistance for opioid addiction treatment programs; community
hedth centers for migrant workers; early childhood intervention; addiction technology
transfer; and expansion of treatment incorporating the knowledge and skills of faith-based
organizations.

2002 Request

A total of $1.755 billion is requested for the drug abuse budget in FY 2002, anincrease of
$99.6 million over 2001. The ircrease includes $40.0 million for treatment Programs of
Regional and Nationd Significance; $42.6 million, from the Substance Abuse Prevention and
Treatment Block Grant; and $29.0 million from DHHS 1% evaluation resources for data
collection, which is partialy offset by eimnation of the $12.0 million in Program
Managemert funding that had been earmarked for the National Household Survey on Drug
Abuse (NHSDA) in 2001.

Goal 1: Educate and enable America’ s youth to reject illegal drugs as wdl as alcohol and tobacco.

CSAP proposes the following program expansions/new eforts in support of Goal 1in FY 2002:

Community Initiated Program ($5 million). CSAP intends to award an additional 20 new
community initiated grantsin FY 2002.

CSAP will dso continueto support prevention interventions in early childhood through its
Strengthening Early Interventions by Integrating Behaviord Hedth Services program ($2.5



154

million), an extension of its successful Starting Early/Starting Smart (SESS) program. The
SESS program isa unique pubdic/private collaboraionto test the effectiveness of integrated
mental health and substanceabuse prevention and treatment servicesfor children up to seven
yearsold and their parents and caregivers. Early results show positive trends in phydcal
hedlth, behavior, and social and emotional functioning, as well as improved collaboraion
across private and public agencies. The Strengthening Early Interventions will expand and
integratethe most promising and successful SESS strategies and methodsinnew venuesuch
as Early Head Start and fath-based early childhood programs Thiseffort builds on recent
compelling brainresearch identifying the early yearsof life as acriticd time for growth and
development.

State Incentive Grants ($10 million): CSAP intends to award an additiond 3 SIG grantsin
FY 2002, for atotal of 40 staes having rece ved support.

Minority Substance Abuse and HIV Prevention ($13million): CSAP will continue to support
grants to address the problems of substance abuse and HIV in minority communities.
Organizations which recaved plaming grants to develop ther community infrastructurein
FY 2001 will be€ligible for grantsto provide integrated substance abuse and HIV prevention
services.

National Data Collection ($29.0 million), supportsthe evaluation of what works for whom,
examining what makes quality care; and determining whether needs and services ae goodfit.
Overdl, SAMHSA through its data analyss and information gathering programs is
identifying trends and ways to respond to them in a proactive manner, and measuring the
performance of federal, state and local services efforts.

Goa 3: Reduce health and social costs to the public of illegal drug use.

CSAT proposes the following program expangons/new efforts in support of Goal 3 in FY 2002:

Programs of Regional and National Significance ($40.0 million): Thisincreaseis requested
to fund approximately 54 new discretionary grants, providing treatment services proven to
be effective in reducing abuse for approximately 12,000 persons. Resources will be focused
on high-risk populations and high-need communities. Thesefunds will support a vaiety of
targeted capacity expansion programs, as follows:

— A treatment services project for teens and young adults, providing both residential and
outpatiert treatment ($14.0 million);

— Expanded treatment capacity to support adult and juvenile justice and family Drug Courts
($10.0 million);

— Re-Entry Programs for adolescent s returning from detention facilities to the community
($6.0 million);

— Treatment programs for the homeless ($4.0 million); and
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— Targeted capacity expansion programs for the generd population ($6.0 million).

— The totd PRNS discretionary funding program in FY 2002, including the new efforts
describedabove, will total $296.1 million and will be comprised of gpproxi mately 526 grants
serving an estimated 95,000 persons.

. The SAPT Block Grant will be increased by $60.0 million, of which $42.6 million will be
dedicated to treatment of drug abuse, including a cohol-related drug use (co-morbid use) and
use of alcohol by underage persons. States have the opportunity to direct resources to the
particul ar substanceabuse problems and geographic reg ons of greaest need, andto avaiey
of community-based organizations. We estimete that the total number of persons served
through SAPT Block Grant funded programs in 2002 will exceed 342,000.

V. PROGRAM ACCOMPLISHMENTS

Nationa Treatment Plan (NTP). One of CSAT’smagor accomplishments in 2000 was the roll-out
of theNTP, aproject that buildson recent advancesin the field, to bring together the best ideas about
improving treatment, and to identify action recommendationsthat could translate ideas into practice.
The NTP combines the recommendations of five Expert Panels, with input from sx public hearings
and solicitation of experience and ideas through written and online comments, into a five-point
drategy: (1) Invest for Results; (2) No Wrong Door to Treatment; (3) Commit to Quality; (4)
ChangeAttitudes; and (5) Build Partnerships. The recommendations represent the collective vison
of the participantsinthe NTP“conversation” over the past year. Thegoal of these recommendations
is to ensure that an individual needing treatment—regardless of the door or system through which
he or she enters—will beidentified and assessed and will receive treatment either directly or through
appropriate referal. Systemsmust make evey door the right door.

The NTP was officidly released to the Nation during a two-day evert in late November, 2000. A
constituency briefing was held on November 27, during which CSAT leader ship, along with the
Chairs of each of the five NTP panels briefed an eager audience on the details of the
recommendations of the NTP. The followingday, anews conference was held at the National Press
Club, to officidly roll out theNationa Treatment Planto theNation. The newly appointed Executive
Director of the National Association of State Alcohol and Drug Abuse Directors(NASADAD), Dr.
Lewis Gallant, pledged the full support of NASADAD in the implementation of all the NTP
recommendations. Persona experiencesand wordsof support for the NTPwere heard from William
Cope Moyers, President, Johnson Ingtitute Foundation; ayoung man in recovery who testified at the
Washington, DC, Public Hearing; and the mother of an adolescent substance abuser who testified at
the Hartford, CT, Public Hearing. The NTP events were both well attended and well received.
Additional information onthe NTP can be foundat www.natxplan.org/.

SatelliteDownlink Tele-corferencefor Recovery Month2000. Throughout September, 2000, CSAT
and its partners sponsored Recovery Month 2000, the theme of which was* Recovering Our Future:
One Youth At A Time.” As part of the monthly activities, on September 14, 2000, a satellite
downlink hogted by the Community Anti-Drug Coalitions of America (CADCA), with support from
the Multi-jurisdictional Counterdrug Task Force Training Program, was viewed in 252 sites.
Downlink sites were located in 44 States with 2 additional sites in Canada and 1 eachin the District
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of Columbia and Bermuda. Approximetely 37 public access stations carried the downlink with an
estimated audience of 1,831,700 households. Thistopic wasclearly of interest to organizationsthat
serve youth. The 1,044 schoolsand 28 school digtrictstuningin received criticd informationthat will
help them to better serve youth in their communities.

Cannabis Y outh Treatment (CYT). FindingsfromthisCSAT cooperaive agreement programwere
released in November, 2000. Leading academic researchers and commnunity based treatment
providersparticipated inthis project, whichinvolvedthe manual ization of five existing and promising
approaches to outpatient treatment for marijuana using adolescents. Six hundred adolescents and
their families were recruited from four sites (two mgor medical centersand two major community
based providers) and then randomly assigned to one of five types of treatment varying in theoretical
orientation, mode of delivery, duration, and degree of involving families.

It was noted thet all five treatments studied were sgnificartly better then evaluations of existing
practice. Prior to the CYT Study, 80% of adolescents treated in outpatient settings had
post-treatment outcomes ranging from decreasing use by 15% to inareasing use by 10%. TheCYT
Study reported decreasing use an average of 31% between the three months before and after
treatment. While there were some small significant differences by condition (e.g., the most expensive
and/or extengve treatment did better), these varied by site, time and outcome and pded in
comparisontotheimprovement of all five over exiging practice. The average weekly economic cods
of the five types of outpatient trestment ranged from $105to $244 per adolescent. Findings from
the project are posted at www.chestnut.org/li/CY T and copies of the five treatment manuaswill be
avdlable from CSAT at www.samhsa.gov/center SCSAT in spring/summer 2001.

National Expenditures For Mental Health and Substance Abuse Treatment, 1997. On July 17,
2000, SAMHSA held a press conference at which the new estimates of national expenditures for
substance abuse and mental hedth treatment were rdeased. Overdl, national expenditures for
treatment of mentd illness and abuse of dcohal andillicit drugstotaed $82.2 billionin 1997. Of this
total, eighty-six percent ($70.8 hillion) was for treatment of mental illness, and fourteen percent
($11.4 billion) was for treatmert of aloohol and drug abuse. This health care spending report, co-
funded by CSAT and the Center for Mental Hedth Sevices (CMHS), has been extremely
well-received and the data are being used throughout thementa health and substance abusetr eatment
provider communities, as well as by many individuals in the general health care field. Additional
analyses are now being conducted for children vs. adults vs. ederly to learn more about how
treatment expendituresare divided anong these groups. Thisinformationis planned forinclusonin
updaes to the study. Moreinformation about can be found at www.samhsa.gov.news/.

Rulemaking on Opioid Agonist (Methadone/LAAM) Treatmert. On January 17, 2001, new federal
regulations wereissued to improve the quality and oversight of substance abusetreatment programs
that use methadone and other medication to treat heroin and smilar addictions. The regulations
crege a new acaeditation program to be managed by CSAT and replace a 30-year-old inspection
program conducted by the Food and Drug Administration (FDA). The new program mirrorsthe
recommendations that have been made over the last decade by several groups, such as thelnditute
of Medicine, the General Accounting Office, and the National Institutes of Health. Under the rule,
substance abuse treatment programs using methadone or Levo-Alpha-Acetyl-Methadol (LAAM)
would be accredited by non-federal agenciesin accordance with standards for methadone treatment
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programs that have been developed by CSAT in concert with the Commission on Accreditaion of
Rehabilitation Facilities (CARF) and the Joint Commisson on Accredtation of Hedthcae
Organizations (JCAHO). The standards are state-of-the-art, are based on best practice guidelines
developed by CSAT over the past 10 years, and emphasize improving the quality of care, such as
individualizedtreatment planni ng, increasedmedi cal supervision, and assessment of patient outcomes.

A careditationhas been provenover the yearsto produce effective outcomes and is awidely adopted
external quality assessment system used by the federal government, states, managed care firms
insurers, and others to ensure accountability for quality treatment. Accreditation should give
assurancesto communities that the highest quality medicineisbeing practiced. The new regulations
strike a balance between patient benefits and commurity concerns and refled the consideration of
gpproximately 200 comments submitted in responseto the proposed rule whichwaspublishedin July,
1999. When the regulations take final effect, the existing FDA regulations will be rescinded,;
howeve, regulations of the Drug Enforcement Administration (DEA) regarding diverson of
methadone will remain in place. The final rule indudes a “trangtion plan” that allows existing
treatment programs approximately 2 years to achieve accreditation under the new system.

CSAP s High Risk Y outh Cross-Site Evaluation yielded significant findings about the effectiveness
of various substance abuse prevertion intervertions, including:

. Y outhwho had already started using cigarettes, al cohol, and marijuanareduced their use after
entering the program;
. Substance abuse outcomes were more positive for males than for females at the program’s

end, but positive outcomes emerged later and lasted longer for females;

. Morethantwo thirds of the programs reduced substanceabuseand/or strengthened factors
shown to protect against use; and,

. Life killstraining was more effective than education about drugs and acohal.
CSAP is disseminating these results, which are expected to shape future prevention efforts
at the federa, state, and local levels.

Y outh Drug Use Decreases- SAMHSA''s recently-expanded National Household Survey on Drug
Abusefound that illicit drug use has declined among youth, ages 12-17, in the period 1998-99. The
trends are consstent with thefindings of the annud Federal Monitoring the Future Study aswell as
other studies. Rates of first use are an important predictor of future rates of drug use, and the
numbersfor adolescents are pointing in the right direction. For the first time since the late 1980's, a
datigticaly significant decline has been reported in the rate of young people, ages 12-17 who report
trying marijuanaforthefird time. After yearsof increases, therate of first usefor cocaine, inhalants,
hallucinogens, and heroin is level or dropping.

Estimat esof Number of Per sons Needing and Receiving Treatment for Dr ug A buse Pr obl ems
NHSDA 1991-98

Number of Persons (in 1,000's)
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1991 1992 1993 1994 1995 1996 1997 1998

Total Drug Abuse
Treatment Need 8991 8599 8,067 8329 8906 9383 9474 8,993

Level 1 Treatment Need *

Persons with L ess Severe
Problems Needing
Trest ment 3,843 3881 3,326 3,719 4,260 4,080 3,748 3,962

Level 2 Treatment Need *

Persons with Severe

Problems Needing

Treat ment 5,148 4718 4,741 4610 4,646 5,303 5,726 5,031
Persons Receiving

Treat ment 1,649 1,814 1848 1984 2,121 1,973 2,137 2,137
Percent o Levd 2 32% 38% 39% 43% 46% 37% 37% 43%
Treated

Percent of Level 2 Not

Treated 68% 62% 61% 57% 54% 63% 63% 57%
Treatment Gap 3,499 2904 2893 2626 2525 3,330 3,589 2,894

* The need for treatment varies according to the severity of the problem. To reflect these differences, HHS divided
those needingtreatment into two categaries, termedLevel 1 and Level 2, based onintensity of drug use, symptoms,
and consequences. The more severe category of need is Level 2, meaning the severity of symptoms make these
users prime candidates for treatment. Level 2 users carrespond to chronic, hardcore users discussed in the
National Drug Control Strategy.

Note: Estimates for 1991-98 are ratio-adjusted to partiall y account for under estimation due to underreporting
and undercoverage inthe NHSDA . Estimates for 1991- 93 are also adjusted for trend consistency, to
account for the change in the NH SDA questionnairein 1994. Adjustment factors for trend consistency
were 1.19020 for total treatment need and 1.21125 for Level 2 treat ment need.

Due to improvements in coverage in the Uniform Facility Data Set (UFD S) in 1998, UFD S counts of
clientsin treatment are not comparable to earlier counts. Therefore, the 1997 estimate of number treated
was used to estimate treatment gap in 1998. This methodology is currently being reviewed by an
interagency working group. Treatment need is to be defined based on estimating those diagnosed with
drug abuse or dependenceaccording toDSM-IV citeria.

Source:  Office of Applied Studies, SAMHSA. Unpublished data from the National Household Survey on Drug
Abuse and Uniform Facility Data Set (1991-1998).



159

SUBSTANCE ABUSE AND MENTAL HEALTH SERMCES ADMINISTRATION

Number of Persons Receiving Treatme nt with SAMHSA Funding
et et Fanding Diafars wr Thowssras)

Increazse ¥ Increaze
2000 200 2002 2002 vs 2002 we
Actua Enacted Request 20m 20
SAMHSA Drug Treatm ent Funds [000's] $972.524) $1.063,343 [ $1.123. 483 +$69.640 +h.h%
Average Cozt--Per Pers onder Year ™ $2. 445 %2, 604 42,887 +553 +2.1%
Perzsons Served w /SAM HS5A Funds 398,164 420,864 437,411 +16,547 +3.9%
Frogramzs of Ragranal and

NMational Significance ER H7 e 27l »FI AR +141%
SAFPT B ock Grant Frogams RATERE ST T S TR L ERF 41,4

* FY 2002 factored cost for $8 million in adolescent residentia treatment is $6,960 per person.
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Substance Abuse and M ental Health Services Administration
HIV/AIDS Related Activities

Overview

Reports on cumulative adult AIDS cases through June 2000 indicate that 36 percent of new HIV
casesaredirectly or indirectly related to injecting drug use and 50% are related to overal substance
abuse. This underscores the urgency in addressing the dua epidemics of substance abuse and
HIV/AIDS. Current edimates suggest that there are 13 million to 16 million substance abusersin
this country. TheNational I nstitute on Drug Abuse estimatesthat thereare goproxi mately 1.5 million
injecting drug use's, many of whom are multiple drug usa's. In addition, the sexud partner(s) and
unborn children of injecting drug users are a great risk of exposure to HIV infection. Of newly
diagnosed adult/adolescent cases of AIDS between July 1999 and June 2000, 29% were directly
attributable to injection drug use (IDU). However, among minority men the percentage of 1DU
related AIDS cases was 32% while among minority women the percentage of IDU- related AIDS
cases was 35%.

The epidemiology of HIV/AIDSin communities of color continuesto beasevereand aongoingcriss
that remains virtually unchecked, especially among African Americans and Hispanics. The burden
of HIV/AIDSonracia and ethnicminoritiesisexacerbated by drug use and remainsanongoing crisis
that requires both immediate measures and a long term sustained commitment to overcome.
Accor ding to the Centersfor Disease Control and Prevention (CDC), AIDSisnow theleading cause
of death among African Americars, ages 25 to 44. Racid and ethnic minoritiestoget her account for
more than 54% of the total AIDS cases reported dnce the begiming of the epidemic. Lainos
account for 18% of the total AIDS cases.

The numbe of cases of HIV among the substance abusing populations is quite evident -- injection
drug use accounts for approximately 57 percent of the reported AIDS cases among women; 52
percent of the reported pediatric AIDS cases; and 31 percent of the total male AIDS cases.
However, these figures understate the overdl impact of the use of “mood-altering substances’
because of the large number of AlIDS cases related to alcohol and other non-injection drug use
(including crack cocaine use). The use of mood-altering subgances, and mentd illness, both
independently and in combination greatly increases an individud’s likelihood of engaging in unsafe
sex practices, including having multiple sex partners that can lead to the transmission of HIV.

Theimpact of HI'V on the mental health status of personslivingwithHIV/AIDSis of critical concern
to SAMHSA. Todate, morethan 711,000 AIDS caseshave beenreportedinthe U nited States, and
current CDC estimates suggest that there are 600,000 to 900,000 peopleinfected withthevirus. An
additional 40,000 new HIV infectionsoccur every year. The current public mentd health systemin
this country does not have the capadty to meet al the menta health needs of those infected with the
HIV; much less those affected by HIV and AIDS It isimportant that services addressing the needs
of this population be enhanced.

Sinceitsinceptionin1992, SAMHSA hassupported HIV/AIDS-related activitiesthrough itsCenters.
SAMHSA's Center for Mental Health Services (CMHS) has supported a portfolio of projects,
designedto educate and train traditional and non-traditional mental health care providersto address
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the mental health needs of HIVV/AIDS infected personsand thoseat risk for HIV infection. More
than 150,000 mental health care providershave received speciali zed trai ning supported by the CMHS
program.

SAMHSA'’s Center for Substance Abuse Treatment (CSAT) has supported HIV/AIDS-related
activities through demonstration programs and the Substance Abuse Prevention and T reat ment
(SAPT) Block Grant. States whose AIDS case rate is 10 or more per 100,000 population are
requiredto expend 2-5 percent of the Block Grant to establish one or more projectsto makeavailable
HIV/AIDS early intervention services at substance abuse treatmert sites. InFY 2000, the HIV
set-aside amounted to approximately $54.2 million. In addition, SAMHSA’s Center for Substance
Abuse Prevertion (CSAP) has supported HIV prevention activities tar geting high risk adol escents
through its High Ris Y outh Program

SAMHSA has been increasingly involved in addressing the interconnected epidemics of substance
abuseand HIV/AIDS. InAugust 1996, SAMHSA along with other Federal agencies and national
organizations co-gponsored a forum to bring substance abuse and HIV/AIDS policy makers, and
service providers together to improve collaboration and integration of substance ause and HIV
prevention. In addition, SAMHSA'’ s Office on AIDS convened agroup of experts fromthefiddto
assist in the devel opment of effective plansto ensure that substance abuse prevertionandtreatment,
and mental health are fully integrated with HIV/AIDS prevention strategies. The Group also
recommends Knowledge Development and Application (KDA) gudy quedions in the area of
HIV/AIDS as it relates to substance abuse prevertion and treatmert, and mental health. In 1997,
SAMHSA co-sponsored national organizationsHIV /AIDS conferences, i.e., theLatino Lesbian and
Gay Organization (LLEGO), the United States Conference on AIDS, and Men Who Have Sex with
Men Conference. SAMHSA'’s participation in these most sgnificant conferences will not only
improve collaboration efforts, but al so encourageinformation sharing and data gathering and linkages
for SAMHSA’ sactivities and development of a strategic plan for HIV/AIDS.

In 1998, SAMHSA supported a project of the National Association of State and Territorial AIDS
Diredors (NASTAD) in collecting dataon how the states arecoll aboraing around issues rd aing to
HIV/AIDS and substance abuse. Because the majority of the AIDS cases among African American
women and children aredirectly or indirectly attributable to alcohol and other drug use, SAMHSA
has also supported the Naional Minority AIDS Council (NMAC) in gathering daa to assist
SAMHSA policy and program staff in devdoping future strategies to address the specia needs of
womenwith HIV/AIDS.

SAMHSA has played amgor role in the development of the HHS response to the Congressional
Black Caucus (CBC). SAMHSA staff have paticipated inall facets of the CBC activities. These
processes have built stronger linkagesand collabor ationamong SAMH SA and includeHRSA, CDC,
NIH, and the Office of Minority Health.

In FY's 1999 and 2000, SAMHSA was provided $22 million and $48 million respectively for the
comprehensive substance treament and prevention programsfor certain minority populationsat risk
for HIV or living with HIV/AIDS. These include subst ance abusing African American and Hispanic
men (ind uding men who have sx with men), women, and young people. The Center for Substance
Abuse Treament and the Center for Substance Abuse Prevertionwereded gnated to administer the
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CBC funded activities. In FY 2001, SAMHSA was provided $92.1 million for the Congressional
Black Caucus HIV/AIDS activities for minorities. Of thisamount $7 million was for CMHS, $32.1
million for CSAP, and $53 million for CSAT.

SAMHSA continuesto becommittedto developingandimplementing aresponsethat both maximizes
the effectiveness of existing programsto serve racial and ethnc minority communities confronting
HIV/AIDS and subst ance abuse and mental disorders, and developing new and innovativestrategies
that target assgance to address specific needs. With more cases attributable to injecting drug use
among African Americans effortsto stop HIV transmission must i nclude substanceabuse prevention
and treatment programs and mental health support services as part of the array of strategies being
offered.

Mental Health Services

The Mental Health Services Demonstration Program was a collaborative effort of SAMHSA,
CMHS, HRSA, and NIH. It was the first Federal effort to develop models of delivery of mental
hedthservicesto peopleliving with and/ or affected by HI V/AIDS. This program has shed new light
on how to develop services and develop systems of care. Findings from the program indicated that
ear ly intervention with mentd health servicescanimproveadherence to medical and other treat ments.
Mental health treatment servicesand HIV educationplay animportant rolein preventing childrenand
adolescents whose parents have HIV or AIDS from acquiring the virus themsdves.

The HIV/AIDS High-Risk Behavior Prevention/Intervention Model for Young Adults/Adolescents
and Women Program is a collaborative venture aimed at bringing AIDS prevention into the
community. Project SHIELD also represents an opportunity to move the field of HIV prevertion
research forward along the two parallel continuums of innovative intervention design and rigorous
evauation. The multisite nature of this HIV prevention trial has the potential to test the efficacy of
two similar brief behavioral interventions and generalize the study results to more than one study
population. In essence, the question posed by Project SHIELD is. can the principles underlying
effective HIV prevention interventions be applied in brief formats to real world clients and still be
effective in reducing HIV risk behaviors? Although theHIV prevention field has traditionally relied
on self reports of risk behaviors as the primary outcome, Project SHIELD will not only measure
participants selfreported behavior change, which may behiased, butwill actually measure reductions
in diseases; diseases such ascommon STDs that are associaed with considerald e adverse sequelae
and may facilitateHIV transmission. Resultsfrom thisprogramare expected within the next eighteen
months.

The HIV/AIDSMental Health Care Provider Education Programcompleteditsfina year of funding
in FY 1998. The program was created to evauate the dissemination of knowledge on (1) the
psychological and neuropsychiatric sequelae of HIV/AIDS, and (2) the ethical issuesin providing
services to people with HIV/AIDS, and (3) the relative effectiveness of dfferent educaion
approaches. Training approachesareincorporat ing the most cur rent research-based information and
allow easy modifications to reflect changesin the medical regimen for treatment of AIDS.

The HIV/AIDS Treatment Adherence/Health Outcome and Costs Sudy refleds the collaboraion of
dx Federal entities—the Center for Mental Health Services which has lead administrative
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responshility; the Center for Substance Abuse Treatment; the HIV/AIDSBureau inthe HRSA; and
the National Ingtituteof Mental Hedth, theNationd Instituteon Alcohol Abuseand Alcoholism, and
the National Inditute on Drug Abuse, dl components of NIH. It isthefirst-ever Federal initiative
designed to study integrated mental health, substance use, and primary medica HIV treatment
interventions and to determine if an integrated approach to care improves treatment adherence,
produces better health outcomes and reduces the overall costs assodated with HIV treatmert.

InFY 2001, Congress appropriated $7 million to CMHS aspart of the Congressional Black Caucus

programs for HIV/AIDS for the treatment of mental health disorders related to HIV disease
including: dementia, clinical depression and the chronic, progressive neurological disabilities that
often accompany HIV disease. These drect services grantswill be awarded to community-based
providers that operae in traditional and non-traditional settings. In addition to the direct service
grants there is an additional $2.5 million training component that targets both traditional and
nontraditional menta health care providers, and will target primarily the needs of people of color.
This $2.5 million came from the Department’ s Supplemental Emergency Fund

Substance Abuse Prevention

SAMHSA'’s Substance Abuse Prevention and HIV Prevention program began in 1995. CSAP
supplemented twenty of itsHigh Risk Y outh grantees to integrate HIV prevention drateg es with
substance abuse prevention straegies. In 1996, a task force was formed with the Director of
CSAP/SAMHSA ad Director of Center for HIV, STD & TB/CDC, asco - chairs. Thistask force
convened a hisoric meeting, the Tampa Forum, with specific recommendations sanctioned by the
Administratorsof HRSA, SAMHSA and the CDC. The 1999 CBC appropriation included resources
for a grant program in CSAP to address the integration of substance abuse prevention and HIV
prevertion in African Americanyouth, youth of color, women of color and their children

The Substance Abuse Prevention and HIV Prevention Program for Y outh and Women of Color was
developed to integrate evidence-based substance abuse prevention strategies with evidence-based
HIV prevention straegies for acomprehensive approach. This Targeted Capacity Expansion (TCE)
Grant Programwas first funded in FY 1999 with $8.5 million from SAMHSA and $5 million from
the Secretary’ s Emergency Fund.  Itspurpose is to integrate subgance abuse preventionand HIV
prevention services & the local levd and to increase community capecity to provide prevertion
services to populations disproportionately impacted by HIV disease. Grantees included CBOs,
historicaly Black collegesand universities, Hispanic collegesand universities, fa thentities, and other
coalitions and/or partnerships.

SAMHSA plans to expand the Effective Community-Based Prevention
dissemnation of evidence-based
modedls in the Substance Abuse
Prevention and HIV Prevention
Program (SAP & HIVP) through
CSAP' s Decison Support System.
This on-line database contains
numerous science-based modes for
unique & specific populations.

Program-Specific Technical Assistance
Ingtitutional Mentoring

Faith-Based and Community-Based Programs
Diverdfied Funding Streams

Cross-Trained Health Professionals
Competencein Community Development Strategies

NN NN
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SAMHSA will aso continue to provide resources to current SAP & HIVP grantees to strengthen
their infrastructure and increasethe capacity of additional comnunitiesof color to provide compet ent
prevention, early intervention, referral and treatment services. The program will enable grantees to
train hedlthcare professonasand clergy toddiver culturally acoeptable, family-centered, community
based, comprehens ve hedlth care services. Frally, to hd p granteesplan for sudaining theseefforts
after SAMHSA funding ends, efforts will continue to link this program and its grantees to other
federal patners (HRSA, CDC, OMH, etc.).

CSAP's 2001 drategy incorporates lessons learned and targets communities with high sero
prevalence andadearth of prevention services. CSAP ssecond cohort of grantsand resourcestarget
Substance A busePrevention and HI'V Prevention services expansion by 1) planning grantsto develop
the infrastructure necessary to address the reduction of new cases of substance abuse related HIV
infection; 2) continuing our core program which integrates substance abuse prevention and HIV
prevention and a specid new program for faith-based organizations to expand their youth service
ddlivery in collaboration with youth serving organizations; and 3) expanding our core program to
integrae primary health care services with substance abuse and HIV prevention services. These
programs and activities will outreach to and serve approximately 500,000 persons, nationwide
through atotal of 114 grants funded by CSAP.

CSAP s2002 activities uses edablished CSAP programs, models, and networksto expand integrated
HIV prevention/substance abuse prevention services in high risk communities A two-phase $13
million effort will concentrae on institutionalizing integrated substance abuse and HIV prevention
servicesthrough theestahlished prevention infrastructure of SIGsand CAPT sto further target those
communitieswith high sero prevalence and minimal prevention services. Emphad swill be placedon
training community residents to provide intensive outreach services to these very hard-to-reach
populations. The second componert will address the training needs of hedth professonds in
Integr ating substance abuseand HIV prevention. Thisisacritical needinthe comprehensive strategy
aimed at the hedth emer gency incommunitiesof color, especidly inlight of the Administration’ splan
to increase the number of community health centers in these underserved communities.

Substance Abuse Treatment

InFY 1999, aspart of the CBC activities CSAT received $16 million to address the crisistha exists
of HIV/AIDSin the Black Community as highlighted by members of the Congressional Black Caucus
(CBC). Inresponsetothisissue and the increasing number AIDS caserate among racid and et hnic
minority populations CSAT awaded 36 Targeted Cgpacity Expansion/HIV grantsto community-
based organizations to augment, expand and enhance substance abusetreatment services, HIV/AIDS
and infectious disease services. In addition, CSAT also funded 25 HIV Outreach Projectsthat were
designed to target hard-to-reach, high-risk substance abusers with prevention and behavioral risk
information and to fecilitate thar early entry into subgance abuse treatment. These grants were
restricted to metropolitan areas with AIDS case ratesof 20 per 100,000 or highe and States with
AIDS case rates of 10 or more per 100,000 (as reported in the CDC's HIV/AIDS Surveillance
Report). These fundswere earmarked for comprehensive subsance abuse treatment prograns for
substance abusing African American and Hispanic populations at risk of contracting HIV, including
women and their children and men who have sex with men.
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CSAT continued the agenda set by the Congressional Black Caucusin FY 1999 which was expanded
withthe FY 2000 appropriaion. Further expansion of the HIV/AlIDSactivitiesin African American,
Hispanic and other ethnic/racial minority communitiesis planned in FY 2001 for a total of $53
million. Approximately 12-15 new Targeted Capacity Expansion/HIV grantswill beawarded. These
new grants will further expand efforts begun by the Congressional Black Caucus in FY 1999,
focusing on enhanced and expanded subgance abuse treatment services related to HIV/AIDS in
African-American, Hispanic and other racid/ethnic minority communities. CSAT will continuethis
program in FY 2002.

Significant performance hasbeen achievedto date with the Targeted Capacity Expansion/HIV grants,
approximately 4,301 clients/projects have beenserved. Prelim nary data fromthe 25 Outreach Grants
awarded inyear one (FY 2000) indicates tha 112,933 dientswerereached through face-to-face and
group contacts; 5,185 clients received anHIV test; and 2,697 clients were referred to treatment.

Substance Abuse Prevention and Treatment (SAPT) Block Grant HIV/AIDS Activities

Current law requiresthat 2% - 5% of the block grant allocation must be spent on HIV/AIDS-related
substance abuse programs in States with an Al DS case rate of 10 per 100,000 population. This
provides an estimated $55.9 million from the total Block Grant funding for FY 2001 and $57.9
million in FY 2002.

HIV/AIDS activities supported with the Secretary’s Depar tmental M anagement Funds

. SAMHSA will provide $2.5 million to add atraining component to CMHS CBC-related
direct service grants. Funding will be provided to community-based organizations to
develop model educational approaches to train mental health care providers in substance
abuse and HIV care.

. SAMHSA will also provide $4.0 million to develop a new faith-based effort focused on
youth in CSAP. The effort will develop leadership roles and will mobilize and build
capacity in minority churches and communities.

. SAMHSA willaward $5.0 millionto extend CSAT’ s Targeted Capacity Expansion program
to support community-based HIV/AIDS treatment services targeted to at-risk African
American, Hispanic/Latino, and other racid/ethnic minority communities.
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Substance Abuse and Mental Health Services Administration
HY/AIDS by Functional Cateqory

[Dollars in thousands

Fv 2000 Fr 200 Fv 2002
Functional Categories Actual Appropriation Eglimate
Il. RizkAzseszment and Frevention:
C. Information and Educationfreventive S ervices:
1. High rizk ar infected perzong:
a. Health educationdizk reduction........................ $11.500 $32.600 $32.100
Subtotal, Hgh Rizk or Infected Perzons................... 11,500 32,600 32,100
A. Health-zare workers and providers.. . 2634 1.435 1.435
Subtotal, Inf ormation and Educ. Freventive Services, 14134 24,035 33,535
Total, RiskAssessment and Prevention..................... 14134 34,035 33535
i . Clinical Health Services Research and Delivery:
A Services:
1. Cammunity and mental health center zervices......... 2,346 9183 11.600
3. Substance abuze treatment improvement program.... 93,867 110,734 112,748
Subtotal, Services.. o 956,213 119,917 124,348
Total, Clinical Health S ervices Res. and Delivery ... 96,213 119.917 124,348
Total, SAkHSA e, £110.347 $1653,952 167,833



167

Substance Abuse and Mental Health Services Administration

HY{AIDS Activities

[Dallars in thouszands]

Program s of Begiona and Nationa Significance:
A fad HEa e
St faence e FRE s
Seaho fana A fes Frodimant e,

Subztance Abusze Block Grant

Program Managem ent

Total, SAMHSA Fund s

Total by CenterFrogram M anagem ent:

Mental Health Services .

Subztance Abuze Prevention

Subztance Abuze Treatment

Subztance Abuze Block Grant

Program Managem ent

Total. SAMHSA

Fv 2000 Fv 2001 Fv 2002
Actual Appropriation Eztimate
$55.E17 $97 455 $99,372
Fo S SRR RES SRR
FESEE T Pl
3G A iy T ety
54,150 RRA7 57931
580 530 520
$110.347 $153 952 $157.883
$7.380 11118 $12.035
8500 32100 32100
39137 R4 237 ha 237
54,150 RE A7 5793
Aa0 Ra0 Ra0
$110 247 $153,952 $157 883
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NATIONAL DATA COLLECTION

Authorizing Legislation: Section 505 of the Public Health Service Act

2001 Increase Increase
2000 2001 Current or 2002 or
Actual  Appropriation Estimate Decrease Estimate Decrease
Natl DataCdl .......... ---  $29,000,000 +%$29,000,000
2002 AULNOTIZAtiON . . . .ot e Indefinite

Purpose and Method of Operation . . ... ... .ottt e e

The availahility of incidence and prevalence data on substance abuseiscruad to efforts to reduce
the Nation’ sdrug problems and SAMHSA istheprimary source of this information. Three projects
provide the basic information on the nature and extent of substance abuse in America and the
consequences of Federal, State, and locd policiesand programsto prevent and treat this problem.

In FY 2002 these projects, managed by the SAMHSA Office of Applied Studies, - the National
Household Survey on Drug Abuse (NHSDA), the Drug Abuse Warning System(DAWN) , and the
Drug and Alcohol Services Information Sygem(DASIS) - will be supported with fundsfrom the 5%
set-aside of the Substance A buse Prevertionand Treatment Performance Partnership (authorized by
Section 1935 of the PHS Act) and the 1% eval uation set-aside (authorized by Section 238j. of the
PHS Act).

In FY 2002 appropriationlanguage has been added to SAMHSA to transfer $29.0 million from 1%
evdudion resources available to the Department under the Authority of Section 241 of the Public
Hedth Service Ad. Theseresourceswill be used to augment resources provided by the block grant
set aside.

The National Household Survey on Drug Abuse (NHSDA) is the principal source of statistical
informationon the use of legal andillegal drugsby thecivilian, non-institutionalized population. The
current survey has a sample of 70,000 persons 12 years and older who are interviewed in their
residence. The sample has been designed to provide both national and State estimates on the
prevalence and inddence of substance abuse; treatment sought or received for substance abuse
problems; and the behavior, personal charaderistics, and attitudes of those who use subgances.

In recent yearsthe questionnare has been modified to collect information on tobacco use, mental
hedth status of adults, the market for marijuana, and the source and cost of mental health and
substance abuse treatment. | ncluded, as well, is a validity study using chemical teststo show the
proportion of respondents who give truthful answers to drug use questions.
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DAWN is an important source of national and local data on substance abuse. The data are obtaired
from medical records of visits to hospital emergency departments(EDs) and from reports of drug-
related deaths provided by medicad examiners. DAWN contains information on the demographic
characteristicsof substance abusersand the specific drugsinvolved in each drug-related ED vist or
death. The detalled dataacquired on specific drugs are not duplicated in any other data system.

DAWN data are used for many purposes. (1) monitoring trends in mgjor substances of abuse such
asheroin, cocaineand marijuang; (2) identifyingthe emergence of new drugsof abuse such asEcstasy
and methamphetamine (3) identifying the abuse potertial of prescription or over-the-counter drugs
to assst in scheduling and labeling decisions; and (4) observing changing patterns of drug abusein
local commurities.

DASIS is the only source of ratioral data on substance abuse treatment services and the
characteristicsof individuals admitted for treatment. The project isbased onthreedatasets: (1) The
Invertory of Substance Abuse Treatment Services (I-SATYS) lists all substance abuse treat ment
providersknownto SAMHSA; (2) the National Survey of Subgance Abuse Treatmert Services (N-
SSATS) collectsinformation from all providerslistedin [-SATS on facility characteristics, services
offered, and number of clientsin treatment; and (3) the Treatment EpisodeDataSet (TEDS) contains
client-level information, including demographics and drug history, on admissions to treatment
facilities that receive public funds. N-SSATS provides the basis for the on-line Substance Abuse
Treatment Facility L ocator (htt p://findtreatment. samhsa.gov). | ndividuas seeking treatment canfind
facilities in their area with servicesconsistent with their particuar needs.

Rationalefor the Budget RequUESt . . . . . .. . oottt

1. National Household Survey on Drug Abuse (NHSDA) (+$7.5M)
Two new components are proposed for FY 2002:

A. Longitudina Survey of Youth: ($6.5M) TheNH SDA hasbeeninvauablein providing apicture
of drug use in this country, but cross-sectional data can suggest but not conclusively define the
factorsassociated withthedevelopment of subst ance abuseproblemsandthe evolution of thedisease.
Longitudinal data could provide thisinformationand abasisfor devel oping more eff ective prevention
strategies.

To obtain longitudind data, a sample of 6000 youth, possbly as young as 9 years of age, will be
identified during the regular NHSDA interviews and will be interviewed each year until they reach
age 25. Additional pandswill be added to increase the sarmples for each age cohort. The NHSDA
provides an efficient way to approach thisissue and would make it possible to target characteristics
of interest, such as income, race and ethnicity.

B. Speciad NHSDA Survey of the Elderly: ($1.0M)The NHSDA will aso be used to examine the
problem of substance abuse in older populations. Under SAMHSA’s authorizing legidation, the
Agency must promote and evaluate substance abuse service requirements for an aging population.
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Substance abuse inthis group isapoorly undersood problem, but conservative estimatessuggest it
will become a serious problem in the future. By the year 2020, when nearly 80 million baby boomers
will be age 65 or older, as many as 5 million of this group could be in seriousneed of treatment for
substance abuse.

The NHSDA provides an efficient way to sudy this problem. The survey now screens roughly
30,000 householdswith at least oneresdent over age of 65. Beginning in January, 2003 the sample
will be modified by adding 2000 respondentsto t he appr oximately 4400 curr ently in the survey who
are 55 years and older. A specid module will be developed to examine the nature of ausein this
population.

2. Drug Abuse Warning Sysem(DAWN) (+$6.2M)

Althoughthere have beenvast changesin the health care delivery system, DAWN haschanged little
sinceit was initiated by the Drug Enforcement Administration (DEA) in 1972. To make DAWN a
moreeffective source of information, SAMHSA plansto make dramatic changesinDAWN’ sdedgn
beginnng in FY 2002:

A. Expand the Sample of Emergency Departmentsto reflect 45 Metropolitan Areas. DAWN isbes
at supplying information at the loca levd, but the 21 metropolitan areas covered by DAWN have
remai ned the same despite changesin the Nation’ spopulation. Expanding the metropolitan baseand
incorporating suburban aswel as urban hospitaswill substantially increase information available at
both the national and the local level and assis ONDCP and the DEA in allocating resources for
interdiction and diversion control.

B. Establish a Sentind Hospital Sysem for Early Reporting: Thisapproach will meke the “warning”
in DAWN’s name aredity. Toimplement this strategy, a group of hospitals will be added to the
sample that can provide leading indicators of emerging drug problems. These hospitaswill obtain
and tranamit information on changes in the substance abuse problem in communitieson ared time
basis.

C. Changethe Criteriafor Identifying a DAWN Case: The inclusion of adverse drug reactions from
prescriptionand over-the-counter drugstakenasdirected, for example, willhelp DAWN better meet
the needs of the FDA.

D. Convert from Paper to Electronic Forms. One of the major changes in DAWN will be a
conversion from paper to electronic forms. This approach will reduce the burden on hospitals,
improve dataqudity, and substantialy increase the timeliness and, therefore, the utility of DAWN
datafor thelocal communities.

3. Drug and Alcohd Services | nfor mation System (DASIS) (+$3.3M)

To addresstwo magjor probems thefollowing additionswill be made to the DA SIS project:
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A. Survey of Treatmert Servicesin Correctiona Facilities. The absenceof information on substance
abuse treatment programs in prisons, jails and juvenile correctiona facilities has been a serious
problem. In1997, SAMH SA at the request of the Office of National Drug Control Policy(ONDCP)
conducted a special survey of treatmert serviceswithin correctional facilities. That survey identified
2,700 correctional facilities providing on-site substanceabuse treatment to atotal of 173,000 inmates.
Jails and prisons have become a mgor source of treatment and an important component of any
demand redudion strategy.

The new survey will be abiennid additionto— SSATS. Becauseincarcerated substance abusers may
have severelevels of dependence requiring intensive interventions, this survey will include questions
that explore intensity of treatment and completionrates. Combining this survey with the on-going
N-SSATS, will provide a cost efficient way to obtain information from correctional facilities and
facilitate comparisons with general outpatient care.

B. Include a specid, periodic survey on the costs of providing treatment. Colleding irformationon
the costs of substance abuse treat ment as aroutine part of the N-SSATS is not effective. To deal
withthisproblem, DASIS will include aspecia survey based on a stratified sub-sample of treatment
facilities. This special survey will be focused and directed to fecility respondents more likely to be
familiar with the financial aspects of treatment. Improved data in this area are essertia since
treatment costsare used for estimating the treat ment gap, deciding how to allocate resources, and
evaluating the cost effectiveness of treatment programs and activities.




